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PREFACE. 



In this, the third edition of this little volume, which like 
its predecessor is designed for the use of students as well as 
practitioners, the author has endeavored to give, in a clear and 
compact form, a practical working knowledge of Gonorrhoea, 
Stricture, Chancroid, and Syphilis, together with their com- 
plications and sequelae. The history and statistics of these 
diseases have been purposely omitted, as not belonging to an 
epitome such as this book is intended to be. New sections 
on Vegetations and Herpes progenitalis have been added, as 
have also many new illustrations. The text has been com- 
pletely revised and in many parts rewritten, thus bringing 
the subjects thoroughly up to date. It is therefore hoped 
that the value of the book will be greatly enhanced, and that 
in its new edition it may more fully merit the very kind 
reception accorded to previous editions. 

JAMES R. HAYDEN. 

107 West 55th Street. New Yobk. 
November f 1901, 
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GONORRH(EA AND ITS COMPLICATIONS. 



INTRODUCTION. 



Definition: Gonorrhcea is an infectious, virulent, and 
suppurative process, attacking most frequently the raucous 
membrane of the urethra and the structures in anatomical 
relation vvith it. 

Other localities: The mucous membrane of the eye, the 
anus, and the rectum may also be the seat of the gonorrhceal 
process, either as a result of accident, or of unnatural 
practices between persons of the same or of the opposite sex. 

Cases of gonorrhoea of the mouth and of the nose have been 
reported from time to time, but as yet lack positive and 
sufficient proof, and therefore cannot be accepted without 
much reserve. 

General occurrence: It is the most common of all of the 
venereal diseases, is usually sexual in origin, and occurs with 
the greatest frequency between the twentieth and thirtieth 
years, but is not infrequently encountered at much earlier, 
and even later periods of life. 

Gonorrhoeal urethritis in young boys and even infants is 
not uncommon in dispensary practice, direct infection being 
frequently traceable to a depraved adult suffering from 
gonorrhoea. 

There is also met with in young boys a simple catarrhal, or 
non-specific form of urethritis, which is due to an uncleanly 

2— V. D. 17 



18 INTRODUCTION. 

condition of the external genitals, and in which the gono- 
coccus plays no part whatsoever. 

General course : The first attack of gonorrhoea is usually 
the most severe and persistent. If considerable time elapses 
between attacks, the second, or subsequent ones may be just 
as painful and prolonged as the first. 

As a general rule, the intervening slight attacks are, in 
reality, nothing more than a lighting up of an uncured and 
localized gonorrhoea! process, either in the urethra itself, or 
in some of the glandular structures in anatomical relation 
with it; the exciting causes being alcoholic and sexual 
excesses, irritating urine, rough instrumentation, strong injec- 
tions, or in fact anything that in any way causes irritation 
and congestion of the urethra or its contiguous structures. 
These slight intervening attacks are known as simple or non- 
specific urethritis, in contradistinction to those in which the 
gonococcus is found. 

Definition of tenns : Throughout the following pages gonor- 
rhoea and urethritis will be used as synonymous terms, when 
speaking both of acute and chronic urethral discharges, 
as, from a clinical standpoint alone, it is often impossible 
to say whether a given discharge is due to the gonococcus or 
to other micro-organisms. 

The diagnosis of acute gonorrhoea or urethritis is, as a rule, 
readily made from the history of the case, the purulent 
urethral discharge, which should always be examined micro- 
scopically for the gonococcus, the redness and swelling of the 
meatus and glans, painful urination, and the period of 
incubation. 

Differential diagnosis : There are cases, however, in which 
it must be differentiated from balanitis, balano-posthitis, 
chancre of the meatus or urethra, and chancroids of the 
meatus. 
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In balanitis or bcdano-podhitisy if the prepuce can be 
retracted far enough to expose the meatus, the parts are care- 
fully wiped off and examined, and a correct diagnosis made, 
as the pus will be seen to exude, either from the meatus if it 
be gonorrhoea ; or from between the prepuce and glans, if it 
be a case of balanitis, or balano-posthitis. 

Chancre of the meatus or within the urethra gives rise to 
a slight watery, mucous, or muco-purulent discharge, with 
induration of the sore ; and of the inguinal lymphatic glands 
at the end of ten days or so. Endoscopic examination will 
reveal the lesion if it be situated in the canal. As the 
induration about the sore increases there is more diflSculty in 
urination. 

Chancroids of the meatus cause a purulent discharge, 
which is rusty-brown in color and auto-inoculable. They may 
give rise to some inflammatory thickening of the surrounding 
tissues, but never to true induration. The inguinal glands 
are more or less painful and enlarged, and may even go on to 
suppuration and abscess-formation. 

The prognosis of gonorrhoea or urethritis is, as a rule, good, 
provided the patient is otherwise healthy and is willing to 
carry out minutely all the details of an intelligent and con- 
servative treatment, until he is pronounced cured by his 
physician. 

There are cases, of course, in which serious and sometimes 
even fatal complicatums occur, such as gonorrhoeal rheuma- 
tism, pericarditis, endocarditis, peritonitis, pyaemia, and lesions 
of the membranes of the cord and even of the brain, so that 
we must always remember, and inform our patients, that 
gonorrhoea is at best a very grave, persistent, and far-reaching 
disorder, and that treatment should not be relaxed in any 
way until the urethra, and the structures in anatomical rela- 
tion with it, have returned to their normal conditions. 
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Provided there are no complications, and that the patient 
carries out carefully all the details of a conservative method 
of treatment, we can usually promise a cure in from about 
four to eight weeks. 

Gonorrhoeal infection mav be either direct or mediate. 

Direct infection is the transferrence of gonorrhoeal pus from 
the genitals of one person to those of another during coitus. 
This is the usual and most common mode of infection, 
although it may also result from unnatural practices between 
persons of the same or opposite sex (gonorrhoea of the anus 
and rectum). Cases of so-called gonorrhoea of the mouth as 
a result of similar beastly practices have been reported, but 
not as yet substantiated. 

Mediate infection may and does sometimes occur, as when 
instruments, syringes, towels, dressings, the fingers, or in fact 
any articles, have been contaminated with gonorrhoeal pus 
and then brought in contact with the meatus or urethral 
mucous membrane. 

9 

ETIOLOGY OF GONORRHCEA. 

Although a vast amount of scientific and valuable work 
has been done in this field since the discovery of the gono- 
coccus by Neisser, in 1879, the etiology of gonorrhoea is not 
as yet an absolutely settled and fixed question in all of its 
details. The physician should therefore exercise the greatest 
care, precaution, and common sense in all cases, before giv- 
ing his positive opinion as to origin, for on his decision may 
rest the honor or loyalty of wife, husband, or consort. 

Although the vast majority of cases of gonorrhoea are 
undoubtedly due to the gonococciis Neisser, yet there are some 
in which this pathogenic agent cannot be found, and we must 
therefore attribute the disease to other micro-organisms. 
Clinically, these cases are sometimes just as severe and are as 
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liable to have as many complications as those in which the 
gonococcus is found. 

It is possible for men to contract gonorrhoea from women 
during the menstrual epoch, and also from those suffering 
from leucorrhoea due to uncleanliness or disease. Such cases 
are usually observed in men who have had a previous urethral 
infection, and are apt to be severe in character, and to be 
accompanied by any of the various complications. 

The presence of the gonococcus in the urethral pus of the 
male must not be considered as proof positive of the guilt 
or of the correspondingly diseased condition of the woman, 
for although present in the urethral discharge, its origin and 
identity must be fixed beyond the shadow of a doubt before 
the physician by his too positive and dogmatic statements 
unjustly accuses an innocent woman. The physician must 
always bear in mind the fact that a diplococcus (pseudogono- 
coccus) is found in the normal male urethra, which so strongly 
resembles the gonococcus in staining reactions and general 
appearance that it is the source of mistake in about five per 
cent, of cases ; and also that the man may be suffering from 
an old uncured gonorrhoea, which has been merely lighted up 
into activity by simple non-specific secretions from the female 
genitalia, and that thegonococci present in his discharge origi- 
nated in his latent urethral lesions. 

As the foregoing facts have been repeatedly demonstrated 
by competent observers, both clinically and microscopically, 
the physician should therefore give them due thought and 
consideration, before giving an absolute, positive, and final 
opinion as to the etiology of every case of gonorrhoea. 

The Gonococcus. 

The gonococcus Neisser is a diplococcus, measuring from 
0.8 to 1.6 micromillimeters in length, and from 0.6 to 0.8 



22 ETIOLOGY OF QONORRH(EA, 

micromillimeter in breadth. The gonococci are arranged in 
pairs^ each half of the diplococcus being kidney-shaped in 
appearance^ with their flat or inner borders in apposition, 
which gives the entire coccus the appearance of a coffee-bean. 
They grow and multiply very rapidly, each pair splitting into 
four by means of cleavage at right angles to the median Assure. 

The gonococci are always grouped in twos, fours, eights, 
etc., and never arranged in chains ; they are seen within the 
pus-cells, upon the epithelial cells, and among and between 
these cells. 

They are readily found and recognized in the urethral pus 
of acute cases ; but with increasing difficulty as the gonor- 
rhoea! process becomes subacute and chronic, when it is then 
most difficult and sometimes impossible to differentiate them 
from other diplococci, except by culture experiments, which 
should always be employed in doubtful cases before giving 
a final and positive opinion as to the nature of a given 
diplococcus. 

Staining: The entire glans penis and preputial cavity 
should be thoroughly cleansed, and the pus at the meatus 
squeezed out, and wiped off with sterile gauze. A sterilized 
platinum loop is then passed into the urethra to obtain the 
secretion for examination ; this is spread in a very thin film 
on a clean glass slide or cover-glass, allowed to dry in the 
air, and is then passed through the flame of an alcohol lamp 
two or three times, being careful to have the pus side turned 
up. A drop of a dilate watery solution of methyl-blue is 
then applied with a glass rod, and left on for a minute, 
when it is washed off with distilled water and dried. The 
specimen can now be examined by means of a one-twelfth 
oil-immersion lens without a cover-glass, or permanently 
mounted in Canada balsam, and studied with the oil-immer- 
sion lens. 
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The most satisfactory means of recognizing the gonococcus 
is by the Gram-Bouz method of staining, which is performed 
as follows : The specimen having been dried as above 
described is stained with gentian-violet or methyl-blue, and 
then submitted to Gram's iodo-iodine solution for two to 
three minutes. This solution fixes the aniline stain on the 
micro-organisms in general. The specimen is now decolorized 
in absolute alcohol, washed in distilled water, and recolored 
with eosin. The micro-organisms are now blue or violet in 
color, while the other elements in the field are of a rose- 
colored hue. Roux claims that Gram's solution does not 
absolutely fix the aniline stiiin in the gonococci, and that they 
become bleached when submitted to absolute alcohol. This 
fact thus constitutes a point in the differential diagnosis, as 
other micro-organisms are not, as a rule, so readily decolor- 
ized ; therefore if cocci have been demonstrated by aniline 
stains, and cannot be found after the addition of Gram's 
solution and absolute alcohol, they are in all probability, but 
not invariably, gonococci. 

In making these examinations of urethral pus, it must not 
be forgotten that other diplococci (pseudo-gonococci) have 
been found in the normal urethra, and that they bear so 
striking a resemblance to gonococci as to general appearance 
and color reactions that in many instances they can only be 
differentiated by culture experiments ; and as these latter are 
beyond the reach of many physicians it shows how careful 
and conservative we should be before giving an absolute 
and positive opinion as to the specific nature of a given 
diplococcus. 

For other methods of staining, and for culture, and inocu- 
lation experiments with the gonococcus, the reader is referred 
to more exhaustive works on the subject. 

Progress of the gonococcus: The gonococci, having been 
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deposited on the superficial epithelial layer of the lips of the 
meatus or the fossa navicularis, increase rapidly in numbers, and 
give rise to a scanty serous discharge, which appears at the 
meatus, and which consists of serum and epithelial cells, upon 
and between which are seen gonococci in varying numbers. 
This constitutes tlie prepurulent or serous stage of the 
disease. 

At the end of a few hours, or a day or so, the gonococci 
penetrate the cement-substance between the epithelial cells 
and pass toward the subepithelial connective-tissue layer 
and the blood-vessels. This stage of the invasion is 
marked by the onset of a purulent discharge which destroys 
and throws off the normal cylindrical epithelium of the 
urethra, thus giving free access to further gonococcus inva- 
sion, and marking the onset of the purulent stage. 

The purulent discharge is made up of pus-cells and serum 
and sometimes a few blood-cells, the gonococci being found 
principally in the pus-cells, although some free groups may be 
seen. 

When, as a result of careful treatment, healing occurs in 
the urethra, the destroyed and desquamated normal cylindrical 
epithelium is replaced by that of the flat pavement variety. 

ACUTE GONORRHCEA, OR URETHRITIS. 

Acute gonorrhoea, or urethritis, is spoken of as being 
either anterior or posterior, according to the portion of the 
urethra involved by the inflammatory process. 

If the disease be situated in the anterior urethra — that is, 
between the meatus urinarius externus and the anterior layer 
of the triangular ligament — it is called anterior gonorrhoea, or 
urethritis ; but if in the posterior urethra, which includes 
that portion of the canal situated between the anterior layer 
of the triangular ligament and the bladder (membranous 
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and prostatic urethrse), it is called posterior gonorrhoea, or 
urethritis. 

When the entire length of the urethra is involved, which is 
usually the case, we then speak of it as an antero-posterior 
gonorrhoea, or urethritis ; and if the disease has extended into 
the bladder, involving to a limited extent the mucous mem- 
brane surrounding the vesical orifice, it is a urethrocystitis. 

Sjrmptoms of Acute Anterior Gonorrhoeai or 

Urethritis. 

After a period of incubation varying in the majority of 
cases from two to seven 'days the symptoms of acute anterior 
gonorrhoea, or urethritis, make themselves manifest, although 
in some subjects they may be delayed for ten, fourteen, or 
even twenty days, but such long periods of incubation are, 
as a rule, rare. 

For clinical purposes the course of the disease is best 
divided into three stages, as follows : the prodromal stage, 
the acute stage, and the stage of decline. 

Prodromal stage : This stage is marked by prickling or 
tickling sensations in or in the region of the meatus, which 
becomes reddened, slightly swollen and glued together, or 
filled with a scanty serous, or grayish-white secretion. Some- 
times decided pain is felt in the glans, but in other cases pain 
is only experienced during and after urination. This local 
irritation of the fossa navicularis causes in some individuals 
a very marked increase in sexual desire, which, if indulged 
in at this time, greatly aggravates the already existing 
inflammation. 

At the end of a few days all of the above symptoms are 
more marked. The meatus is pouting in appearance and 
surrounded by a zone of redness, the secretion is increased in 
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amount and assumes a decidedly purulent character, the pain 
is sharper and during urination gives rise to a decided burn- 
ing sensation in the urethra, which is spoken of as ardor 
urinse ; this may be continuous, or only felt during and after 
the act. 

Acute stage : In this stage, which usually begins at about 
the end of the first week, the discharge is profuse, greenish- 
yellow in color, creamy in consistence, and sometimes tinged 
with blood ; the lips of the meatus and entire glans penis are 
bright red in color, hot, and swollen ; the oedema extends from 
the lower angle of the meatus into the fraenum, and thence 
into the prepuce, in this way being liable to produce either a 
phimosis or paraphimosis, according to the conformation of 
the parts. The lymphatics on the dorsum of the penis may 
become swollen and painful, and as they communicate with 
the lymph-ganglia in the groins may cause them to become 
enlarged and tender, but very rarely to suppurate. As the 
gonorrhoea! process extends up the urethra, it sometimes 
causes an inflammation of one or more of the periurethral 
follicles, which can be felt beneath the skin as small, shot-like 
bodies. In severe cases the corpus spongiosum becomes hard 
and painful, and if this condition extends to the bulbous por- 
tion, patients experience great pain in sitting down and cross- 
ing the legs, as pressure is then brought directly on this 
swollen and inflamed mass of erectile tissue. Every act of 
urination is now accompanied by intense suflfering as the acid 
urine forces its way through the urethra, whose calibre has 
been greatly lessened by the oedema of its mucous membrane, 
from whose congested surface blood is sometimes forced by 
the accelerator urinse muscle, at the close of urination. The 
stream assumes various shapes and sizes, and in severe cases 
comes only in drops, or we may have complete retention, from 
compressor spasm, and swelling of the mucous membrane. 
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Painful erections and in some cases chordee now come on, 
especially at night, which rob the patient of his rest, and in 
this way cause debility and general malaise from loss of sleep. 
True chordee is due to infiltration of the meshes of the corpus 
spongiosum with inflammatory material, which prevents its 
full extension when the corpora cavernosa become erect, thus 
causing the penis to curve down. It is a rare complication of 
acute gonorrhoea, as compared to painful erections, which 
occur in almost every severe case. 

Declining stage: This stage usually begins at about the 
end of the second or beginning of the third week, and is 
marked by a general improvement in the patient's condition. 
Urination becomes less painful, the erections at night disap- 
pear, as do also the swelling and soreness along the corpus 
spongiosum. The meatus and glans penis begin to assume 
their normal appearance, and the discharge becomes muco- 
purulent, thinner, and sticky in character, until it is so slight 
in amount as to cause only a gluing of the lips of the meatus 
in the morning, from which, when separated, a few drops of 
secretion may be pressed. 

Relapses may occur at this time, as the patient, thinking 
himself about cured, is apt to indulge in over-exercise, alco- 
hoIi<3S, or venery, which indulgence is rapidly followed by a 
return of all of the acute inflammatory symptoms above 
described. 

Thompson's two-glass test : If in acute anterior gonorrhoea, 
or urethritis, the patient passes the first half of his urine in 
one glass cylinder, and the second half in another cylinder, 
the urine voided in the first cylinder will be cloudy from the 
pus washed out of the anterior urethra, while that passed in 
the second cylinder will be perfectly transparent, as it consists 
of clear urine from the bladder passed over a now clean 
urethra. 
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This test is of great value in differentiating acute anterior 
from acute posterior gonorrhoea, or urethritis, and for its 
proper performance the patient should have a considerable 
amount of urine in the bladder, a well-marked urethral dis- 
charge, and pass an equal amount of urine in each glass ; it 
is of little or no value, however, in differentiating chronic 
anterior from chronic posterior gonorrhoea, or urethritis. 

As the opacity in a given urine is not always due to the 
presence of pus (pyuria), the following table of Ultzmann 
renders this subject clear in a very concise manner. By 
gradually heating the upper half of the urine (in a test-tube) 
to boiling, the opacity — 



Vanishes 


Increases 


Remains unchanged 
even after addition 
of acetic acid. 


If due to 

add 

urates. 


If due to earthy phosphates, carbonates, or ptLS- 

corpuscles. 
Add one or two drops of acetic acid. 


The dimming is 

caused by catarrhal 

secretion, or t)y 

baderia. 


• 


Dimness 
vanishes 
with evolu- 
tion of gas : 
CarboniUes. 


Dimness 
vanishes 
without evolu- 
tion of gas : 
Phosptiates. 


Dimness 

remains 

unchanged : 

Pus. 





Definition of Acute Posterior Gonorrhoea, or Urethritis. 

When the gonorrhoeal process passes beyond the anterior 
layer of the triangular ligament and involves the membra- 
nous and prostatic portions of the canal (posterior urethra), we 
speak of it as an acute posterior gonorrhoea, or urethritis. 
In from eighty to ninety per cent, of all cases of acute 
anterior gonorrhoea the disease passes quite rapidly up the 
urethra to the bulb, and thence into the posterior portion, so 
that posterior urethritis, instead of being a complication, as 
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was formerly thought, is in reality part of the usual course 
of the disease in the vast majority of cases. 



Sjrmptoms of Acute Posterior Gonorrhoea, or 

Urethritis. 

The typical symptoms of acute posterior gonorrhoea, or 
urethritis, are as follows : A sudden and very marked de- 
crease in the amount of discharge at the meatus, accompanied 
by an increased frequency in urination, with inability to hold 
the urine when the desire comes on, and which is followed 
by vesical tenesmus, and in severe cases by blood, which 
comes from the congested vessels of the prostatic urethra, 
which are ruptured by the spasmodic contractions of the 
prostatic muscular fibers at the close of urination. In some 
cases, small worm-like clots of blood are passed with the first 
gush of urine as it washes out the contents of the urethral 
canal. 

Thompson's two-glass test: The pus from the posterior 
urethra passes upward into the bladder, thus rendering all 
the urine uniformly cloudy ; so that if these patients urinate 
in two glass cylinders, both cylinders will be cloudy, the first 
a trifle more so than the second^ as it consists of turbid 
urine from the bladder, plus the urethral secretion which it 
washes out. 

In some cases the patient has to urinate every few minutes, 
each act being followed by a few drops of blood and intense 
pain in the glans penis, prostate, and rectum ; in others there 
is temporary incontinence of urine, due to the extreme irri- 
tability of the prostatic mucous membrane, which, when the 
patient goes to sleep at night, causes painful pollutions that 
are sometimes blood-stained. Retention of urine may occur 
at any time from spasm of the compressor urethrse muscle, 
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brought on by the intense local irritation ; the physician 
should therefore always be prepared for this complication. 

Veaical tencBmus, it' severe, is accompanied by a temporary j 
albiioiiDuria, whiuli di^ppears as the tenesmus subsides. 

The above .-iymptonis vary greatly in different individuals, ' 
i)eing very marked in aome and mild or even absent in others. 

In the mild cases our only way of detecting an Involve- 
ment ol the p()sterior urethra is by the frequent employ- 
ment of Thompson's two-glass test; or by irrigating the 
anterior urethra, thus freeing this portion of the canal from 
all secretion, so that if the patient is now told to pass his 
urine in two glass cylinders, and one or both are cloudy, it is 
proof positive that the disease has extended beyond the 
compressor urethrae muscle. 

Irrigation or lavage of the anterior urethra for this purpose 
is performed in the following manner : The patient stands 
before the surgeon, who passes a No. 10 to 12 French soft- 
rubber catheter, lubricated with lubrichondrin or glycerin, 
into the bulb, and injects from one to two pints of warm 
boric-acid solution, slowly and gently by means of a large 
hand-syringe and coupler (Figs. 12, 13 and 14). In this 
manner the me<licated fluid washes out the entire anterior 
urethra and escapes at the meatus, where it is caught i 
basin, and can then be examined for secretion and tissue ] 
elements, 

PrognoBifl: The duration of the attack depends largely on 
the treatment, and the habits of the patient, lasting anywhere 
from a few days to a week or so. 

Acute posterior gonorrhcea is apt to be very severe, and 
rebellious to treatment, in persons who have a previously 
congested condition of the deep urethra and prostate, the 
result of masturbation, sexual excesses, or a previous gonor- 
rhceal infection of this part of the canal. 
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If in these cases of acute posterior gonorrhoea, or urethritis, 
the prostate gland is examined by the finger, per rectum, it 
will frequently be found enlarged (congested), hot, throbbing, 
and exquisitely tender. 

Occasionally one or both seminal vesicles are involved, but 
this is a very rare complication in comparison with prostatitis, 
as has been clearly demonstrated by a vast number of careful 
and personally conducted examinations made during the acute 
stage of the disease. 

Treatment of Acute Anterior Gonorrhoea, or 

Urethritis. 

The treatment of acute anterior gonorrhoea, or urethritis, 
depends largely upon the stage of the disease in which the 
patient presents himself to the physician. 

If in the prepurulent or serous stage, some form of 
abortive treatment may be employed. If, however, the dis- 
ease has reached the purulent stage, then a milder and more 
symptomatic plan should be instituted, fully described on 
page 36. 

Abortive Treatment. 

When to be used ; The abortive treatment of acute gonor- 
rhoea, or urethritis, should, as a general rule, only be employed 
during the first day or so of the disease, while the discharge 
is still serous or mucoid in character, and shows under the 
microscope only epithelial cells and gonococci, but no pus- 
cells, as in this stage the gonococci are situated upon the 
epithelium of the urethra, and are therefore in a position to 
be destroyed by local applications. 

Unfortunately, the vast majority of patients do not present 
themselves until the discharge has become purulent in char- 
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acter, when it is then, as a general rule, too late to try any 
form of abortive treatment, as by that time the gouococci 
have penetrated the epithelial layer of the urethral mucous 
membrane, and are therefore to a great extent beyond our 
reach. 

If after a careful microscopic study of the discharge the 
abortive treatment has been decided on, the patient should 
always be informed that it is more or less painful, apt to 
fail, and may lead to such complications as periurethral 
abscess, posterior urethritis, epididymitis, prostatitis, abscess 
of the prostate, and cystitis. 

The steps in the procedure are as follows: The patient first 
urinates, in order to flush out any secretion that may have 
accumulated in the urethra ; then a thoroughly clean No. 10 

Fig. 1. 




Endoscope. 

French soft-rubber catheter sparingly lubricated with glycerin 
or lubrichondrin is passed into the urethra for about three or 
four inches; through this catheter the anterior portion of the 
canal is irrigated with a warm boric-acid solution, thrown in 
gently and slowly by means of a four-ounce hand-syringe, the 
solution running from behind forward and escaping at the 
meatus. The patient then lies down and a small hard- 
rubber endoscope (Fig. 1) is passed carefully into the urethra, 
the obturator removed, and a cotton applicator dipped in a 
silver-nitrate solution of fifteen grains to the ounce is applied 
to the urethral walls as the endoscope is slowly and gently 
withdrawn. In this manner the whole fossa navicnlaris, which 
is the seat of the disease at this period, is thoroughly medi- 
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cated with the silver solution, and the gonococci are destroyed. 
If the introduction of the endoscope is thought inadvisable, 
the silver solution can be injected through the catheter imme- 
diately after the preliminary washing. 

This application is usually followed in a few hours by 
painful urination, a profuse purulent urethral discharge, 
sometimes blood-stained, which, if the treatment be success- 
ful, subsides in a few days, leaving the patient with a slight 
muco-purulent discharge, which is readily controlled by a 
simple astringent hand-injection. 

The patient in the meantime is kept very quiet, and put on 
a milk diet, with cold lead-and-opium wash around the penis, 
and given an alkaline mixture internally. The bowels should 
be moved freely every day by means of cathartic pills, 
and the patient allowed to drink liberally of the alkaline 
mineral waters. 

A gentler and more conservative form of abortive treatment 
consists in the irrigation of the first few inches of the canal 
with warm solutions of nitrate of silver (1 : 5000 up to 1 : 1000) 
or permanganate of potassium (1 : 4000 up to 1 : 500) given in 
the following manner : the patient urinates in order to wash 
out any urethral secretion that may be present ; and then 
standing before the surgeon a sterile soft-rubber catheter (No. 
10 to 11 French) is lubricated with glycerin or lubrichon- 
drin, and passed gently up the canal for a few inches ; 
through this catheter the urethra is medicated with either the 
silver or potassium solution by means of a large hand-syringe 
and coupler (Figs. 12, 13, and 14). Irrigations of silver 
are to be used once a day, while those of potassium can be 
administered morning and evening, the patient in the mean- 
time being kept as quiet as possible, put on a light non- 
irritating diet, and given alkalies and diluents internally. 
Alkaline waters or in fact any good bland water should be 

3— V. D. 
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used very freely in these cases, so as to keep the urethra well 
flushed. 

The Janet method of aborting and treating acute gonor- 
rhoea has been much in vogue of late, but fortunately its 
popularity at the present writing seems to be decidedly on the 
wane. Its advocates claim that it will abort the disease in its 
incipient stage, and cut short the period of acute suppuration 
if employed at a later date. Ten or twelve treatments are 
said to be sufficient to accomplish a cure. Warm solutions 
of permanganate of potash are used for the irrigations, and 
vary in strength from 1 : 4000 to 1 : 1000, and even up to 
1 : 500 during the declining stage. 

Janet uses an irrigator, or fountain syringe with several 
feet of rubber tubing, to which is attached a conical glass 
nozzle; a stopcock on the tubing controls the flow of the 
fluid. The patient, having urinated, lies on his back or 
reclines in a chair, and the glass nozzle is inserted snugly into 
the meatus, and the fluid turned on ; the irrigator being raised 
two feet above the level of the patient, if the anterior urethra 
alone is to be treated, but if the posterior urethra and bladder 
are to be medicated, then the irrigator is raised about five feet 
or even higher, so as to increase the pressure and force of the 
flow, which in a few minutes tires out and overcomes the 
compressor urethrse muscle and vesical sphincter, which, 
relaxing, allow the solution to enter the deep urethra and 
bladder; when the bladder is distended, the irrigation is 
stopped, and the patient standing voids the solution by the 
urethra. These irrigations are given once or twice daily, one 
pint being used for the anterior urethra and two pints when 
the posterior urethra and bladder are to be medicated. Al- 
though this method does cause a rapid cessation of the puru- 
lent discharge, as is claimed by its advocates, it is liable to 
oaus^ more or less dilatation of the glandular structures which 
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open into the urethra^ and also leaves the canal in a thickened^ 
congested, and irritable condition, which gives rise to a watery 
or mucoid discharge, which is very difficult, and in some cases 
almost impossible, to cure. 

Spasm of the compressor muscle, and even of the muscular 
layer of the anterior urethra, is frequently observed following 
this treatment ; as is also an intensely congested, hard, and 
painful condition of the prostate gland. 

I have seen a large number of patients suflfering from the 
above conditions as a result of this treatment, all of them 
informing me that the method was uncleanly and painful, and 
a few stating that the irrigations caused quite a considerable 
oozing of blood from the meatus. 

The above facts are not to be wondered at, when one con- 
siders the force and strength of the solution rushing through 
and distending such an acutely inflamed and delicate canal as 
the urethra is at this time ; also the injurious eflRect of over- 
coming by hydraulic pressure the delicate musculature which 
guards the deep urethra and bladder, to say nothing of the 
parts beyond. 

If so desired, the bladder and urethra may be irrigated 
with a small, soft-rubber catheter and hand-syringe, and most 
satisfactory results obtained without causing traumatism and 
increased congestion of the mucous membrane, with injury to 
the cut-off and prostatic muscles. 

Argonin, Argentamin, Protargol, and Largin are the new 
silver salts that are being used as hand-injections and 
irrigations in the acute stage of gonorrhoea, and are said to 
act most satisfactorily, as they destroy the gonococei in 
a very short time without causing any urethral pain or 
irritation. 

Personally, however, I cannot see any advantage from their 
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use, nor do I get as satisfactory and permanent results as 
from the more conservative method about to be described. 



In our eflForts to annihilate the gonococcus we must not 
forget that we have a very severe inflammatory process to 
deal with, which is attacking one of the most delicate and 
highly sensitive mucous membranes in the body, and which, 
if roughly and unskilfully handled in the acute stage of this 
virulent process, will leave the patient's urethra and con- 
tiguous structures in a mgre or less permanently damaged 
condition. 

Rational Treatment. 

Before beginning treatment we should always inquire care- 
fully into the number, severity, duration, and complications 
of previous attacks, and also ascertain the condition of the 
meatus, the glans, and the prepuce, as by so doing we are 
often enabled to prevent certain complications and to hasten 
recovery. 

Rest and diet : Patients must be kept as quiet as possible, 
rest in the recumbent position being preferable. The diet 
should be light, nutritious, easily digested, and contain no 
highly spiced or seasoned dishes ; red meats and green vege- 
tables should be used sparingly during the acute stage. 
Alcohol in all forms, as well as coflPee, cocoa, chocolate, and 
even ginger ale, is to be forbidden. Weak tea can be used 
in moderation. Smoking is allowable, and does no harm, 
unless the patient is very nervous, when it should be cut 
down or prohibited. 

Testicles and penis : The testicles must be supported in a 
snug suspensory bandage, that does not press upward on the 
urethra; and the glans and preputial cavity kept scrupulously 
clean by the frequent use of hot water. 
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The bowels should be kept freely open, preferably by 
cathartic pills, as saline purgatives are apt to produce more or 
less urethral irritation. 

It is extremely important to warn patients of the danger 
of infecting the eyes, and impress upon them the gravity of 
such an accident; also the danger of contaminating water- 
closets, baths, towels, etc., and in this way causing the infection 
of others. 

The best dressing for the penis is a piece of plain absorbent 
gauze about four inches square, with a slit cut in the center, 
through which- the glans is passed until the gauie is well 
behind the corona, when the foreskin is drawn forward carry- 
ing the free end of the gauze before it, thus causing it to 
protrude beyond the preputial orifice. The gauze may be 
kept wet with cold lead-and-opium wash or lead- water if 
there is much redness and inflammation of the glans and 
prepuce. 

This dressing allows the pus to drain freely from the 
meatus, at the same time preventing it from coming in contact 
with, the fingers, prepuce, and glans, or soiling the clothing. 
If the prepuce is too short to hold this dressing in place, the 
glans can be lightly wrapped in absorbent gauze. As soon 
as the dressing is removed it should be carefully destroyed 
and the hands washed, as by so doing we prevent the infection 
of others and the transferrence of the gonorrhoeal pus to the 
patient's eyes. 

Soaking the penis in very hot water, boric-acid solution, or 
lead-water three or four times daily allays, to a great extent, 
the pain and inflammation in the parts, as does also the hot 
sitZ'-bath, w^h may be taken once or twice daily. 
. To render the urine bland the patient should drink very 
freely of any good water and take one of the following alka- 
line mixtures : 
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^. Potass, bicarbonat., Sj. 

Tinct. Iiyoscyam., Sss, 

Aq., ad 3viij. M. 

S. |ss in water two hours after each meal. 

^. Potass, acetat.; Sj. 

Syr. aurant cort., Sss. 

Aq., ad Sviij. M. 

S. Sss in water two hours after each meal. 

In the last formula we may substitute the bicarbonate or 
the citrate of potash for the acetate, if so desired. 

For painftil erections and chordee, the patient should be 
told to empty his bladder just before retiring, and to sleep on 
his side on a hard mattress, with as light covering as possible. 
When awakened by an erection it is well to lay some cold 
object gently on the penis, unless, as is sometimes the case, 
hot applications are more beneficial, when they should be 
advised. Jumping out of bed into a cold bath, standing upon 
the hearth tiling, and placing the back against the cool wall 
are devices which may be tried in these cases. 

Internally we may give the monobromide of camphor, 
potassium bromide, sulphonal, trianol, codeine, lupulin, or a 
few drops of laudanum in water three or four times daily. 
If these drugs do not act satisfactorily, we may be compelled 
to resort to suppositories of opium or morphine, but these 
should never be used unless absolutely necessary, as they may 
have to be continued for some time. 

When as a result of the above treatment the very acute 
inflammatory symptoms begin to subside, as is indicated by a 
diminution and thinning of the urethral discharge, less pain 
on urination, and a decrease in the redness and swelling of 
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the meatus, tlien it k time to tiegin the car(^ful and judicious 
use of bland aud non-irritating iujections, administered by 
the patient himself [hand-injetiiions) ; or l»etter still, warm 
medicated in-igations given daily or every other day by the 
piiysician. In all cases, when a hun<I-injection is ordered, 
tlie patient should be told what kind of a syringe to purchase, 
and how to use it. 

Method of band-injectioiis : A good syringe is made of 
smooth, liiglily polished Ijard rubber, with a bluntly conical 
tip, holds from two to four drachms, and works smoothly 
and easily (Fig. 2). 



These syringes are sometimea made with soft^rubber tips, 
but they jwssess no practical advantage over the all-hard- 
rubber ones, and cannot be kept as clean. 

For a patient with a very small meatus it is well to order a 
hard-ruhber syringe wilh a more or less pointed extremity, 
as is shown in Fig. 3. 



A glass syringe with a conical tip, as shown in Fig. 4, is 
much less expensive than the rtiblwr ones, and at the same 
time quite good, and can therefore be used in hospital and 
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dispensary work, where the item of expense is an important 
one. This syringe is also made with a soft-rubl)er conical tip. 

Fig. 4, 




Glass urethral syringe. 

Injecting: The patient urinates, wipes the meatus with a 
bit of gauze, and standing up with the penis on the stretch 
and at right angles to the body, gently inserts the nozzle of 
the completely filled syringe into the meatus, the lips of 
which are lightly pressed together from side to side against 
the syringe; the solution is then thrown in slowly until there 
is a feeling of distention or discomfort, when it may be 
allowed to escape, or, if not too uncomfortable, kept in for a 
few minutes. These injections should be taken two or three 
times daily, beginning with a warm solution of boric acid or 
lead-water, and after a time, with the following formulae used 
in the order here given : 



^. 


Zinc, acetat., 

Liq. plumb, subacetat., 

Aq. destillat.. 


gr. xij. 
ad gvj. M. 


^. 


Zinc, sulphat., 
Liq. Magend., 
Aq. destillat.. 


gr. vj-viij 

3ij. 
ad giv. M. 


^^ 


Zinc, sulphat.. 
Plumb, acetat., 
Aq. destillat.. 


aa gr. vj-xij. 
ad Ivj. M. 


^' 


Potass, permanganat., 
Aq. destillat.. 


gr. ss. 
adgvj, M. 
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In the last formula the permaDganate may be increased up 
to one-fourth or even one-half of a grain to each ounce of 
water, if indicated. 

If the hand-injection causes irritation as it sometimes does, 
it must be discontinued for a time, and irrigations employed 
if deemed advisable by the physician. 

If, however, the patient can come to the surgeon every day, 
during the acute and subacute stages, great benefit will be 
derived from the use of warm and soothing irrigations thrown 
into the bulb of the urethra, instead of the hand-injections 
above alluded to. 

Method of irrigations : These irrigations are given twice 
a day, daily, or every other day, and if properly employed 
will materially lessen the duration and severity of the attack. 
The patient, having urinated, stands before the surgeon, who 
passes a No. 11 French soft-rubber catheter, lubricated with 
glycerin or luhrichondrin, into the bulb, and injects from 
four to ten ounces of warm medicated fluid, slowly and 
gently by means of a four-ounce hand-syringe and coupler 
(Figs. 12, 13, and 14). In this manner the fluid washes out 
and medicates the entire anterior urethra and escapes at the 
meatus, where it is caught in a basin. We may use for this 
purpose warm solutions of boric acid, or lead -water to which 
has been added, if it is desired, a little laudanum, and later, 
weak solutions of zinc, alum, permanganate of potash, and 
finally nitrate of silver. 

' r 

Internal medication: In the declining stage great benefit 
is derived from the intelligent use of the antiblennorrhagics, 
given in full dose and for a limited period only. 

In private practice we may prescribe capsules of copaiba, 
or of copaiba and cubebs, or, if preferable, the pure yellow 
^ntal oil, put up in five- and ten-drop capsules, one, two, or 
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even three of which are to be given an hour and a half after 
meals. 

If, as is sometimes the case, the antiblennorrhagics cause 
gastro-intestinal disturbances, cutaneous rashes, or renal con- 
gestion with pain and uneasiness in the lumbar region, they 
must be discontinued for a time, and when resumed, taken in 
smaller quantity. 

In hospital and dispensary practice we are obliged to sub- 
stitute the Lafayette mixture for the capsules, on account of 
the expense of the latter. 

Lafayette Mixture. 

'Bf. Bals. copaib., ?j. 

Liq. potass., 3ij. 

Ext. glycyrrhiz., ^. 

Spts. aether, nitros., Sj. 

Syrup, acac., Svj. 

Ol. gaulth., gtt. xvj. M. 
S. 3J-ij in water after each meal. 

When the discharge decreases in amount and becomes 
sticky and mucoid in character it is well to discontinue the 
use of these remedies, as they are apt, if continued for too 
long a period, to delay the cure by overstimulation of the 
urethral mucous membrane. 

If the foregoing treatment has been successful, as it usually 
is in the majority of cases, the patient now has but a trifling 
urethral discharge, sometimes only seen in the morning, with 
gonorrhoeal shreds and perhaps a little free pus and mucus 
in the urine. 

The treatment for this condition is so similar to that for 
chronic gonorrhoea, or urethritis, that the reader is referred 
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to page 75, where all of the details will be found fully 
described. 

Treatment of Acute Posterior Gonorrhoea, or Urethritis. 

Injections and all instrumental ti*eatment of the urethra 
must be suspended as soon as the symptoms of acute posterior 
gonorrhoea, or urethritis, develop. 

The patient is kept very quiet, or if possible put to bed, 
on a light nutritious diet, the testicles suspended, and the 
bowels kept freely open. 

Antiblennorrhagics are stopped, and in their place one of 
the following formulae is given : 

t^. Potass, bicarb., ^j- 

Tinct. hyoscyam.. 

Fid. ext. kav. kav., aa Sss. 

Aq., ad Sviij. M. 

S. Sss in water two hours after each meal and dur- 
ing the night. 

^. Fid. ext. trit. repent. 

Fid. ext. uvae ur^i., aa Ijss. 

Liq. potass., §ss. 

Aq., ad 3iv. M. 

S. 3J in water two hours after each meal and during 
the night. 

Alkaline mineral waters may be taken in moderation. Hot- 
water bags over the bladder and on the perineum give relief, 
as do also rectal injections of hot saline solution ; or the hot 
sitz-bath ; if these means do not control the frequency in 
urination, pain, and tenesmus, we can then resort to morphine 
or opium suppositories in a guarded and intelligent manner, 
using just enough of the drug to keep the patient comfortable. 
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If reteidion of ui%ne occurs, it should be relieved ilccording 
to the methods described on page 145, to which the rieader is 
referred. 

When the frequency in urination, vesical tenesmus, and 
other acute inflammatory symptoms begin to subside, we may 
then carefully resume local urethral treatmoU and allow the 
patieuit to be up and about. 

There are some cases, however, which in spite of the above 
treatment show no improvement as to their acute symp- 
toms, which continue unabated for days and even weeks. In 
this class of cases much benefit will sometimes be derived 
from the judicious use of instillations of silver nitrate; ol* 
better still, small irrigations of warm boric-acid solution 
thrown into the deep urethra and bladder by means of a soft 
catheter and four-ounce syringe. 

Rectal examinations : It is always well in acute posterior 
gonorrhoea, but especially in the severe cases, to make occa- 
sional rectal examinations of the prostate and seminal vesi-l 
cles, as by this exploration we learn their true condition, and 
are prepared to treat efficiently and promptly any pus-forma- 
tion that may occur in or about these structures. 

Copiplications of Acute Anterior Gonorrhoea, or 
Urethritis, and Their Treatment. 

Balanitis. 

Definition : Balanitis is an acute or chronic inflammatory 
process, attacking the mucous membrane of the glans penis, 
and, if accompanied by inflammation of the mucous membrane 
lining of the prepuce, is called baldno-posthitw. 

It IS caused by uncleanliness and by allowing the gonor- 
rhoeal pus to collect beneath the foreskin, where it sets up 
more or less inflammation. It usually occurs in persons with 
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a long, tight prepuce, which condition prevents tetraotion 
and proj>er cleansing of the parts. 

Symptoms : The mucous membrane becomes red, thickened, 
and covered with a thin^ purulent, and very oflfensive secre- 
tion ; this is followed by swelling of the glans, which may be 
covered with irregular patches of excoriation ; these, if un- 
treated, may go on to superficial ulceration. 

Treatment: The parts must be kept absolutely clfean by 
washing and soaking in hot water, or hot bichloride solution 
1 : 5000, and separated by means of absorbent gauze wet in « 
weak solution of sulphate of zinc, alum, lead-water, or boracic 
acid. If dry dressings are indicated we may use boracetanile, 
boric acid, nosophen, bismuth, or calomel, the parts having 
been previously cleaned and dried. 

If the foreskin cannot be retracted, the subpreputial space 
may be washed out with any of the above solutions, or plain 
hot water, these being injected with an ordinary hand-syringe, 
or irrigator. If there is considerable swelling of the pre- 
puce and glans, the patient must be kept on his back, and 
the penis enveloped in gauze, wet in cold lead-and-opium 
wash, or weak bichloride solution. When as a result of the 
above treatment the parts have returned to a normal condi- 
tion, circumcision should be advised. 

Phimosis. 

'i 

Definition : Phimosis is that condition of the prepuce which 
renders its retraction behind the glans penis impossible ; it 
being either an acquired or a congenital deformity. 

The acquired variety is usually due to a balanitis, or balano- 
posthitis, which by its irritation causes oedema, redness, and 
swelling of the foreskin ; the oedema may be so great as to 
oause various deformities of the preputial orifice. 

TreatmerU: The patient should be put on his back and the 
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cavity of the prepuce thoroughly irrigated several times daily 
with hot bichloride solution, 1 : 5000. It is well to keep the 
penis enveloped in absorbent gauze^ which is constantly wet 
with cold lead-and-opium wash^ or mild bichloride solution. 

Congenital phimosis is caused by such a degree of narrowing 
of the preputial orifice that the foreskin cannot be retracted 
beyond the glans ; it is frequently complicated by bands, or 
adhesions running between the glans and the inner surface 
of the prepuce, and may, or may not, give rise to mild or 
very severe attacks of balano-posthitis, with painful and 
annoying manifestations. 

Treatment: The palliative treatment consists in keeping 
the parts as clean and dry as possible, but circumcision should 
be strongly advised as the only real cure for this condition. 

Circumcision : The external genitals are shaved and ren- 
dered surgically clean in the usual manner; the patient 

Fig. 5. 



Taylor's circumcision clamp. 

urinating just before the operation, which is done under 
ether or cocaine anaesthesia in the following manner : The 
prepuce is drawn well forward, and a circumcision clamp 
(Fig. 5) applied in such a manner that its blades are ex- 
actly parallel with the corona (Fig. 6) ; this gives them an 
oblique position as shown in the figure ; the foreskin is now 
ablated with a pair of heavy curved scissors, or a straight 
knife, cutting close to the distal side of the clamp, which is 
now removed, when the integument retracts to the coronal 
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sulcus and leaves the external or raw surface of the mucous 
layer of the prepuce exposed. The clamp is now applied to 
this layer and the cutting done in exactly the same manner 
as ahove described, which leaves the frsenum intact and also 
plenty of raucous membrane. Bleeding points are caught 
and iigated with fine gut, and the wound closed with black- 
silk interrupted sutures placed about one-quarter of an inch 

FKi.e. 




clamp applied to (OMskin. 

apart. A moist bichloride dressing is then applied, and the 
patient kept on his back, or very quiet, for a day or so. 

If the operation is done under cocaine anaesthesia, the. 
solution (4 to 8 per cent.) should be injected hypodermically 
between the two layers of the foreskin afler the clamp has 
been applied, and allowed five or ten minutes to act before 
cutting is commenced ; when the tegumentary layer has been 
removed, a little cocaine solution may be dropped on the raw 
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surface of the mucous layer. Local cocainizatioD produced 
in this manner renders the operation comparatively painless. 
Patients must be told not to soil the dressing while urinating. 

ParaphimoBiB. 
Definition Paraphimoiis is that couditioo in which the 
prepuce has been retracted or lia'i slipped behind the corona 
glandis, and cannot be readilj bniiight forward. The small 
preputial orifice, nhich is now pushed back behind the 
corona, forme the band of constnction on the dorsal surface 




if paraph imosis 



of the penis, which, pre\enting return circulation, causes 
more or less dtformity of the oi^n from (edema. This con- 
dition comes on gradualh, the pitient neglecting, either from 
ignorance, fear, or shame, to take proper care of it when first 
discovered. 
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Treatment : The deformity should he reduced immediately, 
in the following manner : The organ is thoroughly washed 
and dried, then with the two thumbs pressing on the end of 
the glans, and the index and ring fingers beliind the constric- 
tion and corona (Fig. 7), the blood is entirely massaged out 
of the glans, which, being reduced in size and softened, is 
pushed back through the constricting ring, and the prepuce 
drawn forward. 

If the foregoing procedure is impossible, then a smcM 
incision must be made completely through the dorsal surface 
of the constricting band, after which the glans can be readily 
reduced and the prepuce brought forward, the little wound 
being dressed antiseptically and the preputial cavity kept 
clean. 

As both of these procedures are liable to be more or less 
painful it may be necessary in some cases to give the patient 
an anaesthetic, a few whiffs of ether or gas answering the 
purpose. 

Periuretliral Abscess. 

Periurethral abscess, or phlegmon, is situated on the under 
surface or sides of the penis, anywhere between the frsenum 
and the peno-scrotal angle, the region of the frsenum being 
the favorite location. The abscess may be either unilateral or 
bilateral, especially when situated near the frsenum. 

It may occur as a complication of both acute and chronic 
gonorrhoea. 

It is caused by infection of a periurethral follicle, which, 
as a rule, goes on rapidly to abscess-formation. 

Symptoms : It feels at first like a hard, shot-like body, but 
when fully developed has all the characteristics of an ordinary 
acute abscess ; and, if very large, may impinge on the calibre 
of the urethra and cause more or less obstruction to urination. 

Treatment : The patient should be kept very quiet or put 

4— V. D. 
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to bed^ and all injections and instrumental treatment of the 
urethra stopped for a itime. The inflamed parts should be 
kept at rest and covered with cold lead-and-opium wash or 
bichloride solution, which, in some cases, may lead to a disap- 
pearance of the swelling. 

If, however, suppurcUion occurs, the abscess should be laid 
freely open, irrigated with peroxide of hydrogen, bichloride 
of mercury or salt solution, and packed with iodoform or 
sterile gauze. It is important to remember that these 
abscesses should not be opened until suppuration is well 
advanced, as by that time the urethml orifice of the follicle 
is closed by a plug of inflammatory material, which prevents 
the urine from leaking into the abscess-cavity, thus causing a 
urinary fistula, which is very difficult to cure in this region. 

Folliculitis. 

Preputial £Dlliculitis may occur at any time during the 
course of a urethral gonorrhoea, and is due to infection of one 
or more of the little follicles which are situated between the 
two layers of the prepuce, either on its sides or dorsum, and 
which open on its free border, or on its mucous surface. In 
the acute stage of the infection the tissues about the follicle 
are acutely inflamed, and a small drop of pus exudes, or can 
be pressed from the tiny orifice of the abscess-cavity ; the 
folliculitis, like the urethritis, passes into the subacute, and 
then into the chronic stage. 

Penile folliculitis: The follicles on the under surface, and 
near the median line of the penis, even as far back as the 
scrotum, may also be infected during the course of a urethral 
gonorrhoea, and give rise to the same conditions as above 
described. If unrecognized, or untreated, these follicular 
abscesses and sinuses are very liable to lead to the infection 
of women, and to exiuse auto- infection of their bearers. 
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Treatment : The parts should be rendered surgically clean 
in the usual manner, and the follicle thoroughly resected 
under cocaine anaesthesia, after which the little wound is 
brought together with two or three sutures, and a light dress- 
ing applied. 

Para-orethral folliculitis : During the course of a urethral 
gonorrhoea the follicle in either one or both lips of the meatus 
may become infected from the urethral discharge, thus giving 
rise to a small abscess, from the minute orifice of which a 
little drop of pus escapes or c^n be pressed. In some cases 
the follicle forms a sinus opening on the mucous membrane 
of the fossa navicularis, thus constituting a true urinary 
fistula. This form of folliculitis, if uncured, may cause the 
infection of women and auto- infection of the individual him- 
self. In several cases of periurethral abscess, and of para- 
urethral folliculitis which we have recently examined, gono- 
cocci have been demonstrated both by microscopic examination 
and culture experiments, in the abscess and urethral pus. 

Treatment : The pus having been pressed out, the follicle 
is injected with pure carbolic acid, or strong nitrate of silver 
solution, by means of a hy]X)dermic syringe with a blunt 
needle. These means failing, the little abscess must be laid 
freely open, curetted, and the raw surface touched with pure 
carbolic acid. 

Cowperitis. 

Cowper's glands, like the urethral follicles, may be the seat 
of abscess-formation, the urethral infection travelling down 
their ducts, which open on the floor of the bulb, the glands 
themselves being situated between the anterior and posterior 
layers of the triangular ligament, in the substance of the 
compressor urethrse muscle. As a rule, but one gland is 
affected at a time. The abscess is situated in the perineum 
on either side of the median line, and, if large, burrows for- 
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ward and backward and may by pressing on the urethra 
interfere with urination or even cause complete retention. 

Treatment : The patient is kept in bed, and all urethral 
instrumentation suspended for a time. If fluctuation cannot 
be detected, cold lead-and-opium wash or bichloride of mer- 
cury solution is applied locally, which in some cases may 
cause resolution ; if, on the other hand, fluctuation can be 
plainly felt, the pus must be immediately evacuated. 

The patient, having been etherized, is properly prepared 
for operation, and placed in the lithotomy position. A full- 
sized sound is then passed to the bladder, and held there 
directly in the median line, by an assistant, thus rendering 
the urethra prominent and preventing it from being cut or 
injured during the operation, as in many of these cases, after 
evacuation of the abscess, the bulb of the urethra can be dis- 
tinctly seen hanging in the wound, thus rendering it liable to 
injury if not made prominent by a sound or bougie. The 
abscess is then freely incised, and if burrowing has oc- 
curred in any direction it must be followed up by free 
incisions which thoroughly efface all blind pockets or cul-de- 
sacs. The abscess-cavity is then irrigated with bichloride of 
mercury solution, packed lightly (to prevent pressure on the 
urethra) with iodoform or sterile gauze, and covered with a 
large dressing, held in place by a T-bandage or double spica. 

Lymphangitis. 

Inflammation of the lymphatic vessels of the penis may 
occur during the acute stage of gonorrhoea, or urethritis, when 
they can be felt as hard and painful cords running along the 
dorsum of the organ up into the groins, where they empty 
into the inguinal glands. The penis becomes opdematous and 
■enlarged, and the course of the lymphatics is marked by red 
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lines beneath the skin, which are hot and tender to the touch. 
Suppuration very rarely occurs. 

Treatment: The patient should be put to bed, and the 
penis surrounded by cold lead-and-upium wash, or bichloride 
of mercury solution 1 : 5000. 

Adenitis. 

The inguinal glands frequently become enlarged and tender 
during an acute gonorrhoea, or urethritis ; but, fortunately for 
the patient, they very rarely suppurate. 

Treatment : The patient should be kept as quiet as possi- 
ble, or put to bed, and the groins painted with tincture of 
iodine, or, better still, covered with compound iodine oint- 
ment laid on a piece of sheet lint, and held in place by a 
spica bandage. 

A cold wet bichloride dressing is very serviceable in some 
cases, as is also cold lead-and-opium wai-h. 

If in spite of the above treatment suppuration occurs, the 
pus must be immediately evacuated either by free incision, or 
by puncture followed by irrigation and injection of the 
abscess-cavity (page 178). 

Complications of Acute Posterior Gonorrhoea, or 
Urethritis, and their Treatment. 

Prostatitis. 

Acute congestion of the prostate to a greater or less degree 
is not an uncommon complication of acute posterior gonor- 
rhoea, or urethritis. 

Symptoms: The gland becomes hyperseraic and swollen, 
which gives rise to a sense of fulness in the perineum and 
rectum, accompanied by severe vesical and rectal tenesmus, 
with more or less pain in the prostate as the fecal masses pass 
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over it. In some cases there is great difficulty in urination, 
which may go on to complete retention. Frequently there 
are painful nocturnal pollutions which are sometimes bloody. 
Rectal examination shows the gland to be enlarged, hot, and 
painful ; firm and tense in some cases, but soft and boggy in 
others. 

Prognosis : As a general rule, the congestion subsides as 
the urethritis improves, although there are rare cases in which 
it goes on to abscess-formation. 

Treatment : The patient should be put to bed and ordered 
a milk diet. Antiblennorrhagics, injections, and all instru- 
mental treatment must be stopped, and the urine rendered 
bland by alkaline waters and the following formula : 

^. Potass, bicarb., Ij. 

Tr. hyoscyam., 

Fid. ext. kav. kav., aa ^ss. 

Aq., ad Sviij. M. 

S. 3ss in water two hours after meals and during 
the night. 

The bowels should be moved freely every day. Hot- 
water bags over the bladder and on the perineum, and hot 
rectal injections of saline solution given with Kemp's double- 
current irrigator (Fig. 8) or a fountain syringe and soft- 
rubber catheter, affi)rd great relief, as does also the hot sitz- 
bath. Suppositories of opium or morphine must be given 
for the vesical and rectal tenesmus when indicated. 

Should retention occur, the urine must be drawn with a 
soft-rubber or woven-silk catheter, and a little warm boric- 
acid solution injected into the bladder and allowed to remain. 
It is also good practice to gently irrigate the urethra with the 
same solution as the catheter is slowly and carefully with- 



COMPLICATIONS OF ACUTE POSTERIOR OONORRHCEA. 55 

drawn. Catheterization failing, we are then obliged to resort 
to miprorpubic cuspiration of the bladder. 

Fig. 8. 




Kemp's double-current, hard-rubber rectal irrigator. 

Occdsional rectal examination of the prostate will keep us 
informed as to its condition and the possibility of abscess- 
formation. 

Chronic congestion of the prostate as a result of chronic 
posterior gonorrhoea, or urethritis, is of much more frequent 
occurrence than was formerly supposed, and is often the 
cause of chronic urethral discharges, which are too frequently 
attributed to diseased conditions of the seminal vesicles, 
which in reality are of rare occurrence when compared to 
aflfections of the prostate gland itself. 

Other causes : Chronic congestion of the prostate may also 
be the result of posterior urethritis, caused by excessive mas- 
turbation in young boys, and by sexual excesses and abnor- 
malities in men of riper years; also, long-continued and 
ungratified sexual desire. A chronically congested condition 
of the prostate is frequently observed following some of the 
so-called abortive methods of treating acute gonorrhoea, espe- 
cially by the Janet method. 

The symptoms of chronic prostatic congestion are very 
marked in some cases and practically absent in others. There 
may be some frequency in urination, increased by sexual and 
alcoholic indulgences; nocturnal pollutions and premature 
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and even painful ejaculation may be present, the ejaculate 
being blood-stained in some instances. Some subjects say 
they are losing their sexual desire, while others think they 
are more vigorous than ever. The urine is more or less 
cloudy, as a result of the posterior urethritis, which is almost 
always present in these cases, and which gives rise to a vary- 
ing amount of urethral discharge. In advanced cases there 
is an oozing of prostatic fluid after urination and defecation, 
especially when the bowels are constipated ; this greatly 
alarms nervous and excitable individuals. 

Some subjects complain of a sensation of fulness and dis- 
tress in the rectum and perineum, which is greatly increased 
by defecation and coitus, also by long walks, over-exercise, 
bicycle and horseback riding, and standing for a long time. 
Catching cold aggravates any or all of the above symptoms. 

The diagnosis of chronic prostatitis can only be arrived at 
by making a careful rectal examination, when the gland will 
be felt, either enlarged, tender, soft and boggy, or very tense 
and firm. Digital pressure on the gland will usually cause 
an oozing of prostatic fluid from the meatus, which should 
always be collected and examined microscopically. As a 
general rule, the enlargement is most marked on the left 
side. 

Treatment : If the gland is soft and boggy it may be gently 
massaged about once a week ; but if firm and tense very 
little if any benefit will, as a rule, be derived from this treat- 
ment, although it may be tried. Prostatic massage is always 
contraindicated when there is well-marked pyuria. The rec- 
tum should be irrigated once or twice a day with hot saline 
solution, by means of a Kemp's double-current irrigator, or 
fountain syringe. In exceptional cases cold irrigations are 
more beneficial. The chronic urethritis, or urethro-cystitis, 
should be handled in the manner already described for these 
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conditions, and strychnine, quinine, and in some cases ergot 
given to tone up the general and local condition. 

Abscess of the prostate : Although abscess of the prostate 
is a rare complication of acute posterior gonorrhoea, it is a very 
grave, and sometimes fatal one, unless promptly and radically 
treated. 

Situation: There may be one large abscess, situated in 
either lateral lobe ; or the posterior median portion ; or several 
smaller ones scattered irregularly throughout the gland sub- 
stance. 

Unless recognized early and evacuated, the abscess may 
rupture either into the bladder, urethra, rectum, peritoneal 
cavity, or perineum. 

Symptoms : Suppuration is ushered in by an agonizing and 
constant throbbing pain in the prostate, sweating rigors, rise 
of temperature, and frequent and painful dribbling of the 
urine, which may even go on to complete retention caused by 
occlusion of the prostatic urethra, and compressor spasm. 

Rectal examination shows the prostate to be enlarged, hot, 
exquisitely painful, and throbbing. Fluctuation is readily 
detected if the abscess points toward the rectum, but with 
more difBoulty if in other directions. In some cases the gland 
is so swollen and tender that only the finger-tip can be intro- 
duced into the rectum. 

If the abscess rupture into the urethra, as it frequently 
does, either spontaneously or as the result of catheterization 
for retention, the patient experiences a sudden sensation as if 
something had " broken or given away at the neck of the 
bladder,'' and immediately passes more or less blood-stained 
and usually foul-smelling pus and urine by the urethra, fol- 
lowing which (rupture of the abscess) there is a sudden cessa- 
tion of all of the above painful and distressing symptoms, with 
a corresponding drop in the temperature. In a case which 
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recently came under my observation the temperature fell 
from 106° F. to about normal in less than an hour after rupt- 
ure of the abscess into the deep urethra. 

Treatment : As soon as abscess of the prostate is recognized, 
its contents must be immediately evacuated in the following 
manner : The operative field having been cleansed, the patient 
is etherized and placed in the lithotomy position, and a soft 
bougie or steel sound passed to the bladder and held there 
exactly in the median line by an assistant, who at the same 
time retracts the scrotum, thus exposing the operative field 
and rendering the urethra prominent, which prevents its 
injury during the operati<jn. Great care must also be taken 
not to wound the rectum, which accident can be prevented by 
keeping a finger in the gut, with its tip in contact with the 
apex of the prostate gland. 

A longitudinal incision is then made in the median raphe 
of the perineum, beginning just anterior to the anus and car- 
ried far enough forward to give a good, free wound, at the 
bottom of which the prostate is found. The abscess is then 
freely incised, irrigated with hot saline solution, and packed 
with moist sterile gauze. An ordinary gauze dressing is 
applied and held in place by a double spica, or T-bandage. 

Epididsnnitis and Epididymo-orchitis. 

Definition: Epididymitis is one of tlie most frequent 
complications of acute posterior gonorrhoea, or urethritis, 
and consists of an acute inflammation of the epididymis, 
which, if it extends to the testicle, is called epididymo-orchitis. 

In severe cases the vas deferens is also involved in the 
inflammatory process, and the cavity of the tnnica vaginalis 
may be more or less distended with serum. This condition is 
spoken of as acute vaginalitis, in contradistinction to hydrocele, 
by which is meant a serous effiision of a more chronic order. 



COMPLICATIONS OF ACUTE POSTERIOR GONORRHCEA, 69 

Epididymitis or epididymo-orcbitis usually occurs during 
the first three weeks of gonorrhoea. 

It is caused by an extension of the inflammatory process from 
the floor of the posterior urethra into the ejaculatory duct, and 
thence to the epididymis and testicle. It is unilateral in the 
majority of cases, although both glands may be attacked at the 
same time, or successively. 

The symivtoms of epididymitis and epididymo-orchitis will 
be described together, as they are practically the same. The 
patient usually has all the symptoms of an acute posterior 
gonorrhoea, or urethritis, when suddenly or gradually he com- 
plains of pain in the testicle, and a dragging, aching sensation 
extending up the cord, groin, and even to the kidney. 

There is a rise in temperature, accompanied by chilly sen- 
sations or a well-marked chill, which is followed by a feeling 
of general malaise. As the inflammation in the epididymis 
and testicle increases all of the above symptoms become more 
marked, the temperature sometimes going to 105° F. ; the 
pain in the testicle, groin, and lumbar region becoming so 
great that the patient has to lie down, supporting the scrotum 
with his hand. The intensity of these symptoms varies 
greatly in different individuals, some being compelled to go 
to bed, while others are up and about, attending to their ordi- 
nary duties. 

Examination: The scrotum is hot, red, and oedematous. 
The epididymis, either in part or in whole, is enlarged 
(Fig. 9), hard, and exquisitely tender; if the testicle be in- 
volved, it also is very painful, firm, and greatly enlarged. 
There may be an accumulation of fluid in the cavity of the 
tunica vaginalis (acute vaginalitis). The entire cord is some- 
times painful and thickened and can be felt as far up as the 
ring. 

The duration of the attack depends greatly on the treat- 
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meat, and whether the epididymis, or epididymis and te»ticle,v 
be involved. 

Treatment : The patient should be ()ut to bed, given a brisl 
cathartic and liave the general treatment for acute posterioi 
gouorrhosa, or urethritis. (See page 43.) The siirotum i 
supported by a band of rubber adhesive, or zinc oxide f 
three to fonr inches wide, wliich passes beneath the scrotum 
to eacli thigh, cure being talicn to have the thighs, legs, and] 




■pididymitla Bupported on a band of plaster. 



iuner borders of tlie feet close together before applying thM 
piaster. (See Fig. 9.) If there is much hair on the thigj 
it should be shaved to prevent pain when the plaster ja 
removed. 

If the plaster irritates the skin and causes dermatitii;, a 
it sonietimea does, a similar support can be made byfastenii^ 
a folded towel around the tliigliK, and pinning the ends firmtra 
together; or the testicle can be fairly well supported on 1 
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small pillow or cushion, forced well up against the perineum 
and between the thighs. 

The scrotum supported as above described is surrounded 
with absorbent gauze, which is kept covered, day and night, 
with cold lead-and-opium wash ; or a saturated solution of 
aluminum acetate, or in some cases a 20 per cent, guaiacol 
ointment spread on lint. 

When the acute inflammatory symptoms have subsided, as 
a result of the above treatment, an ointment of lead and 
opium, or equal parts of starch and opium, or a 15 per cent, 
icthyol ointment is spread over the scrotum, which is then 
surrounded by a layer of lint or cotton-wool over which is 
placed a piece of oiled silk or rubber tissue, the whole dress- 
ing being kept in position by a snug suspensory bandage. 
The patient is allowed to get up when the local pain and 
tenderness have disappeared. If there is very marked vagi- 
nalitis, great relief can often be affbrded by aspiration of the 
fluid, great care being taken not to wound the testicle, or to 
infect the sac. 

In the acute, and even in the subacute stages, brilliant 
results are sometimes obtained by the following treatment, 
which, however, on account of the fear and pain it causes, 
should not be used in a routine manner, as the above methods 
will, as a rule, be followed by very satisfactory results. 

The scrotum over the aff*ected testicle is held tense and 
lightly touched with the curved tip of the Paquelin cautery, 
or the cautery held so close to the scrotum that sharp counter- 
irritation is produced. For the same purpose a solution 
of nitrate of silver, 60 grains to the ounce of distilled water, 
may be painted over the scrotum, care being taken that it 
does not stain the fingers or bed-clothes. After either of 
these procedures the entire scrotum, properly supported, is 
surrounded with absorbent gauze, which is kept covered, day 
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and night, with cold lead-and-opium wash, or weak bichloride 
solution. 

Chronic or relapsing epididymitis can only be cured by 
treating the urethral lesions ; in other words, by treating the 
chronic antero-posterior gonorrhoea, or urethritis, which is the 
cause of the testicular trouble. Urethral stricture must be 
dilated or cut according to the requirements of the case. For 
the details of this treatment the reader is referred to [>age 121. 

The little hard mass in the epididymis, which is the result 

of the inflammatory process, should be gently rubbed with 

lanolin, mercurial or icthyol ointment, covered with cotton 

and oiled silk, and properly supported in a bandage. Iodide 

of potash combined with this local treatment will, as a rule, 

cause softening and absorption of the chronically enlarged 

epididymis which, if left untreated, may result in partial, 

and even complete sterility, if both epididymes have been 

involved. 

Seminal Vesiciditis. 

By seminal vesiculitis or spermato-cystitis is meant an 
inflammation of tlie seminal vesicles, which may be either 
acute or chronic. It occurs about the same time as epididy- 
mitis ; that is, during the first three weeks of the disease. 
The inflammation passes directly from the floor of the 
posterior urethra through the common ejaculatory duct to 
either one or both vesicles. 

The sjrmptoms of acute seminal vesiculitis are practically 
the same as those of acute posterior urethritis or acute pros- 
tatitis, the patient having frequent and painful urination with 
vesical and even rectal tenesmus. There may be painful 
nocturnal pollutions stained with blood. These patients usually 
complain of a feeling of fulness just within the anus or in 
the perineum. In severe cases there is more or less fever, 
accompanied by a feeling of general malaise. 
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The diagnosis is arrived at by making a rectal examination, 
when the vesicle or vesicles can be felt as hot, swollen, tender 
bodies situated just beyond the base of the prostate and run- 
ning upward and outward. 

For this (examination, the patient should be standing up, 
with the trunk bent at right angles to the thighs, the heels 
about a foot apart, and the palms of the hands resting on the 
seat of an ordinary chair. The right index finger is used for 
examination and should be well anointed with vaseline, and 
if so desired covered with a thin rubber finger-tip, which in 
no way interferes with the sense of touch. 

The treatment is the same as that for acute prostatitis and 
posterior urethritis, to which the reader is referred. 

Should the inflammation go on to ahf^cess-formation, the 
patient must be anaesthetized, put in the lithotomy position, 
and the pus immediately evacuated by a vertical incision 
through the perineum just in front of the anus, great care 
being taken not to wound the urethra or rectum. The steps 
in the operation are practically the same as those for abscess 
of the prostate, to which the reader is referred. 

Chronic seminal vesiculitis may follow the acute form, or 
be caused by the extension backward of a chronic posterior 
urethritis or prostatitis. 

The symptoms of chronic seminal vesiculitis are varied, 
and differ greatly in different individuals, some complaining 
that they are losing their sexual appetite and powers, others 
that they have nocturnal pollutions and premature ejacula- 
tions, both of which may be blood-stained ; these conditions 
may or may not be associated with a mucoid or muco-puru- 
lent urethral discharge, which varies greatly at different 
times and according to the habits of the individual. Some 
complain of a sense of weight and fulness in the rectum and 
perineum, while others are absolutely free from these sensa- 
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tions, the only symptom of the disease being a cloudy urine 
with flakes, and slight discharge at the meatus. Some patients 
have constant and greatly increased sexual desire, with per- 
haps little relief after intercourse. 

Diagnosis: The symptoms of chronic seminal vesiculitis 
are so similar to those of chronic prostatitis and posterior 
urethritis that a correct diagnosis can only be arrived at by 
making a careful rectal examination as described in the acute 
form. When diseased, the vesicle or vesicles can be plainly 
felt by the skilled finger, running up and out from the base 
of the prostate gland. 

Treatment : The vesicle or vesicles can be gently massaged 
about once a week, and the patient given the regular treat- 
ment for chronic posterior urethritis and prostatitis, the details 
for which will be found fully described on pages 56 and 79. 

Rectal irrigations of hot, or sometimes cold, saline solution 
hasten recovery, as may also suppositories of icthyol, mercurial 
ointment, or iodoform. 

Urethro-cystitis. 

Urethro-cystitis, either acute or chronic, is not an uncom- 
mon complication of posterior gonorrhoea, or urethritis, being 
caused by an extension backward of the inflammatory process 
from the posterior urethra into the bladder. As a rule, the 
inflammation is limited to the mucous membrane for an inch 
or so surrounding the vesical orifice of the urethra, but may 
extend and involve the entire bladder surface, thus consti- 
tuting a true cystitis. 

The symptoms of acute urethro-cystitis are, frequent and 
painful urination, vesical tenesmus, and in severe cases post- 
micturitional hsematuria. In short, they are practically the 
same as those of acute posterior gonorrhoea, or urethritis, 
except perhaps that they are more persistent and severe in 
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character, the patient also complaining of a constant deep- 
seated pain over the bladder, which is intensified at the close 
of micturition. 

If in these cases we employ the two or three glass test, the 
urine in all of the cylinders will be cloudy from pus and 
mucus, but especially so in the second or third cylinders, 
which may also contain blood from the congested mucous 
membrane about the vesical neck. The urine, which is 
usually acid in these cases, may be rendered neutral, or even 
alkaline in reaction bv an excessive amount of blood. 

As the inflammation passes into the chronic stage the above 
symptoms are all much less severe, and in some cases almost 
absent. As a general rule, these patients complain of an uncom- 
fortable feeling after urination, as if the bladder were not 
emptied, and a disagreeable desire to strain out the last drops 
of urine; in short, they have mild vesical tenesmus. If after 
urination a soft catheter is passed to the bladder it will draw 
a drachm or so, or even an ounce of retained, or residual 
urine, caused by the congested and thickened condition of the 
mucous membrane about the vesical orifice, which prevents 
the bladder from functionating normally. 

Treatment: In the acute stage of urethro-cystitis the 
patient should be kept very quiet, or in bed with hot applica- 
tions over the bladder and on the perineum ; hot sitz-baths 
and hot rectal irrigations of saline solution afford great relief. 
All instrumentation of the urethra must be suspended, the 
patient put on a light, nutritious, and non-irritating diet, and 
the urine kept bland by means of the following prescription : 
^. Fid. ext. trit. repent.. 

Fid. ext. uvse-ursi., aa §jss. 

Liq. potass., 3ss. 

Aq., ad giv. M. 

S. 3j in water 1 J hours after meals, and during the night. 

5— V. D. 
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Tenesmus must be controlled by the judicious use of opium 
or morphine, either in suppository, internally, or by hypo- 
dermic injection. 

The patient may drink alkaline mineral waters, but not in 
too great quantity. 

It is very important to keep the bowels moving freely, and 
for this pur|)ose we may employ a little calomel or any good 
cathartic pill. 

When as a result of the above treatment the acxde inflam- 
matory symptoms begin to subsidcy then it is time to commence 
gentle lavage of the deep urethra and bladder, using at first 
warm boracic-acid solution, and later permanganate of potash, 
or silver nitrate; the technic for which treatment will be 
found fully described in the sections devoted to chronic ure- 
thritis, and to which the reader is referred. 

There are occasionally met with some rare cases of chronic 
urethro-cystitis which resist all forms of local and internal 
treatment. These cases may be subjected to bladder-drainage 
through the perineum, the tube being left in for a variable 
length of time. In this manner the urethra and bladder 
have absolute rest, and at the same time can be treated by 
irrigations or instillations. This operation will be found fully 
described on page 136. 

Cystitis. 

Gonorrhoeal cystitis, by which is meant a suppurative inflam- 
mation of the entire vesical mucous membrane, is an extremely 
rare complication of acute posterior gonorrhoea. It may be 
either acute or subacute in character, and in all probability 
is the result of a mixed infection, in which the gonococcus 
plays a very insignificant part. 

The symptoms of acute gonorrhoeal cystitis consist of pain 
over the bladder and sacrum, increased frequency in urination^ 
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which is painful, especially at its close, and is followed by 
more or less tenesmus and sometimes blood. These patients 
are really quite sick, having a rise of pulse and temperature 
and a feeling of general malaise and lassitude. 

The urine is acid in reaction, and rendered opaque by pus, 
tissue elements, and bladder epithelium ; if passed in three 
glass cylinders, all will be cloudy from pus, but the third the 
most so. 

As the process becomes subacute and then chronic, all of the 
above symptoms lose their severity and intensity, the patient 
complaining of some pain and urgency in urination, and uneasy 
sensations in and about the bladder and pelvis. The urine, 
which was at first sweet and acid, finally becomes foul and 
alkaline, thus causing coagulation of the pus into ropy and 
gelatinous masses. 

Treatment: During the acute stage of the disease the 
patient should be kept in bed, and on a light nutritious diet, 
avoiding alcohol and coffee, or anything that is highly spiced 
or seasoned, or that may in any way irritate the urinary tract. 
Alkaline mineral waters may be taken, but not in too large 
quantities. The bowels must be moved freely once in twenty- 
four hours by means of calomel or any reliable cathartic pill. 
Hot applications over the bladder and on the perineum give 
much relief, as do also the hot sitz-bath and rectal irrigation 
of hot saline solution, taken once or twice daily. If the pain 
and tenesmus are very severe, we may then resort to the 
guarded use of opium or morphine, either by suppository, 
internally, or by hypodermic injection. 

The urine must be kept bland by the administration of 
liquor potassaj, bicarbonate of soda, bicarbonate, acetate, or 
citrate of potash, either alone or combined with hyoscyamus, 
uva ursi, or triticum repens, as given in the formulae for acute 
posterior urethritis and urethro-cystitis. 



>. 
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As a result of this treatment the majority of cases pass 
quite rapidly into the subacute and chronic stage, when the 
patient is allowed to be up and about, and given a more 
liberal and nutritious diet. Alkalies can now be discontinued 
and the patient given boric acid in full dose, either alone or 
combined with salol or hyoscyamus. 

If in spite of the above treatment the urine still remains 
alkaline or neutral in reaction, a normal acidity can usually 
be obtained by the administration of urotropin or cystogen in 
full dose. 

Now is the time to begin bladder irrigations, given very 
gently and carefully by means of a small catheter and four- 
ounce hand-syringe in the following manner: The patient 
urinates, and then lies comfortably on his back, when the 
surgeon passes a small soft-rubber or silk catheter, properly 
cleansed and lubricated with lubrichondrin or glycerin, into the 
bladder, and gently injects a warm and non-irritating medi- 
cated solution, until the patient has a desire to urinate or feels 
uneasy in any way, when the fluid is immediately allowed to 
escape through the catheter. This may be repeated a few 
times, finally leaving several ounces of solution in the bladder, 
which, as the patient voids it, medicates the mucous membrane 
of his prostatic urethra, which was the starting-point and cause 
of the cystitis, so that in this manner we treat not only the 
bladder, but also the entire length of the urethral canal. 

As a rule, the irrigations are given once daily, beginning 
with warm boric acid or salt solution, and later potassium 
permanganate (1 : 15,000 up to 1 : 2000), and finally nitrate of 
silver solution, beginning with 1 : 20,000, and increasing slowly 
and guardedly up to 1 : 5000 or even stronger. 

There are some cases, however, of chronic gonorrhoeal cysti- 
tis which resist all forms of local and internal medicinal treat- 
ment, applied in the most skilful manner and for a sufficient 
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length of time. These cases must be subjected to bladder- 
drainage through the perineum, the tube being left in for a 
variable length of time, depending on the results obtained. 
In this manlier the uretlira and bladder have absolute rest, 
and at the same time can be treated and irrigated as the sur- 
geon deems advisable. The operation for bladder-drainage 
will be found fully described on page 136. 

Ureteritis, Pyelitis, and Pyelonephritis. 

Among the rare and infrequently encountered complications 
of acute posterior gonorrhoea, or more accurately speaking, of 
gonorrhoeal cystitis, may be mentioned an ascending ureteritis, 
pyelitis, or pyelonephritis ; the infection travelling upward 
from the bladder to the kidney by way of the ureter. These 
complications are generally observed in persons who have had 
antecedent vesical disease, or in whom there is some obstruc- 
tion or hindrance to the free outflow of urine from a urethral 
stricture or prostatic enlargement. As a general rule, but 
one kidney is involved. 

CHRONIC GONOBBHCBA, OB UBETHBITIS. 

Varieties according to location : Chronic gonorrhoea, or 
urethritis, also commonly known as gleet, is spoken of as 
chronic anterior gonorrhoea, or urethritis, when the disease is 
situated somewhere in the anterior urethra ; as chronic poste- 
rior gonorrhoea, or urethritis, when in the posterior urethra ; 
as chronic antero-posterior gonorrhoea, or urethritis, when the 
entii'e length of the urethra is involved ; and as chronic 
urethrocystitis when the disease has invaded the bladder to a 
limited extent around the urethral orifice. 

A gonorrhoea, or urethritis, may be called chronic when it 
has existed for more than eight or ten weeks, and has lost all 
of its acute inflammatory manifestations. 
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The lesion of chronic gonorrhoea consists of a small round- 
cell infiltration into the submucous connective-tissue layer, 
and a chronic catarrhal inflammation of the mucous mem- 
brane itself, whose normal cylindrical epithelium, as a result 
of the acute gonorrhoeal process, has been destroyed, and 
as healing occurred, replaced by the flat pavement variety, 
thus leaving the canal in a more or less thickened and rigid 
condition. 

The causes of chronic gonorrhoea, or urethritis, are many, 
prominent among them being sexual and alcoholic indulgences 
during the declining stage, patients thinking themselves cured 
at that time as they see iio discharge at the meatus, and there- 
fore stopping treatment at this the most important period in 
their disease. 

Gonorrhoea is apt to run a chronic course in debilitatedy 
run-down, and ancemic subjects, also in those who will not, or 
cannot, take sufficient rest or proper treatment in the acute 
inflammatory stage of the disease. 

The numerous so-called abortive methods, with strong 
injections, retrojections, irrigations, and endoscopic appli- 
cations during the acute inflammatory stage, are very liable 
to leave the patient with a thickened urethra, congested 
prostate, and a chronic discharge that is most rebellious to 
treatment. 

Chronic congestion and inflammation of the prostate gland, 
as a result of gonorrhoea and sexual errors and excesses, is a 
frequent cause of chronic urethral suppuration, and should 
therefore not be overlooked in the treatment of these cases. 

Seminal vesiculitis is undoubtedly the etiological factor in 
some cases of chronic gonorrhoea, but is rare, as compared to 
chronic affections of the prostate. 

An abnormally small meatus, or a condition of phimosis, 
associated with balano-posthitis, may, from the irritation they 
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produce, be important factors in the continuation of a chronic 
urethritis. 

Uncured preputial foUiculiti% para-urethral folliculitis, or 
infection of any of the glands or follicles opening into the 
anterior urethra (Cowper's glands, the glands of Littre, and 
the crypts of Morgagni), may cause the lighting up, or pro- 
longation of a gonorrhoea ; therefore these structures should 
receive due consideration and treatment. 

Warty growths in the anterior urethra may, from the irri- 
tation they occasion, keep up a urethral discharge for a long 
time, unless diagnosticated by endoscopic examination, which 
may be employed in chronic and rebellious cases, but should 
never be resorted to as a routine method of diagnosis and 
treatment. 

Urethral stricture, resulting from a previous gonorrhoea, or 
a traumatism, may sometimes complicate and keep up a 
chronic urethral discharge, and must therefore not be forgot- 
ten in the examination. 

Sjnnptoms of Chronic Anterior Gonorrhoea, or Urethritis. 

The symptoms of chronic anterior gonorrhoea, or urethritis, 
are as follows : In some cases the lips of the meatus are glued 
together in the morning by the discharge which has accumu- 
lated in the urethra during the night ; in others there is a 
variable amount of muco-purulent, mucoid, or serous discharge 
at the meatus, which is commonly known as the " morning 
drop,'^ and which is usually increased after sexual or alco- 
holic indulgence. In still other cases there is neither gluing 
of the meatus nor " morning drop," the only symptom of the 
chronic inflammation being gonorrhoeal . flakes and shreds in 
the urine. In the majority of cases there is no visible dis- 
charge at the meatus during the day, as the urethra is so 
frequently flushed out by the stream of urine. Patients 
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usually complain of a dribbling of a few drops of urine after 
each act of urination ; this is due to a loss of elasticity of the 
urethral walls as a result of the chronic catarrhal and exuda- 
tive inflammat'on into the submucous connective-tissue layer, 
which leaves them in a more or less rigid condition, and unable 
to empty themselves completely. 

The Thompson two-glass test, for the differential diagnosis 
of chronic anterior and chronic posterior gonorrhoea, should 
not be relied on, as it is only applicable to acute cases, asso- 
ciated with much suppuration. 

Gtonorrhoeal shreds, threads, or flocculi consist of moist scales 
made up of pus and epithelial cells, and held together by 
fibrin or mucus ; they are situated upon spots of congestion, 
erosion, and superficial ulceration along the urethral walls, 
which mark the localities where the gonorrhoeal process has 
become localized. These congested, eroded, or ulcerated 
patches form the lesions of chronic gonorrhoea, or urethritis, 
and are most commonly found in the bulbous urethra, as this 
portion of the canal is large (33 to 36 F.), has no capsule, 
is surrounded by erectile tissue, and being dependent, drains 
poorly ; all of the above conditions greatly favoring a long- 
continued inflammatory process. 

When the stream of urine strikes the edges of these moist 
scales it rolls them up, and they therefore appear as threads 
or shreds floating in the glass of urine. 

As the healing process advances the pus-cells disappear, 
the flocculi being made up entirely of epithelial cells, which, 
when the case is cured, also vanish, leaving a clear, trans- 
parent urine. 

In a general way it may be stated, that the threads or 
shreds from the anterior urethra are usually long, thread-like 
in character, and float about for some time in the urine; 
while those from the posterior urethra are lumpy and ragged 
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in appearance, and sink rapidly to the bottom of the glass, 
although too much reliance must not be placed on these 
conditions. Microscopically they are both found to be com- 
posed of the same elements. 

Symptoms of Chronic Posterior Gonorrhoea, or Urethritis. 

Associated conditions : Although chronic posterior gonor- 
rhoea, or urethritis, may occur alone, it is accompanied in 
the vast majority of cases by a chronic bulbous urethritis, as 
well as by some chronic urethro-cystitis, which in turn may 
be associated with prostatitis, or, in some rare cases, seminal 
vesiculitis, which conditions must not be forgotten in its 
treatment. 

The typical symptoms of chronic posterior gonorrhoea, or 
urethritis, are more or less increased frequency of urination 
with a feeling of discomfort either at the beginning or termi- 
nation of the act, and absence of, or a very slight, discharge 
at the meatus. The urine may or may not be turbid and 
contains thick, clumpy shreds from the posterior urethra, 
which sink rapidly to the bottom of the glass. In some cases 
there are frequent nocturnal pollutions, which maybe bloody; 
in others premature ejaculation at intercourse, associated with 
dull, painful sensations in the region of the prostate. These 
sexual manifestations are due to the congested and inflamed 
condition of the posterior urethra and prostate gland. 

The above symptoms vary widely in different individuals, 
in some well-marked and constant, in others very slight and 
only brought into activity by alcoholic and sexual indul- 
gences, which cause a congestion of the posterior urethra and 
prostate, with a lighting up of the dormant inflammation. 

If, as is usually the case, the patient also has an anterior 
gonorrhoea, a more marked discharge will then be noticed at 
the meatus. 



74 CHRONIC QONORRHCEA, OR URETHRITIS. 

Treatment of Chronic Gonorrhoea, or Urethritis. 

Before beginning any form of treatment, the surgeon should 
first ascertain the number, duration, severity, and compli- 
cations of the preceding acute attack, or attacks of gonorrhoea, 
as this information will shed much light on the patient's 
present condition, and also aid greatly in the selection of a 
proper plan of treatment. 

In all cases of chronic gonorrhoea, or urethritis, the urine 
should be carefully examined in order to ascertain to what 
extent and degree the urethra is involved. 

If urination is painful the patient should take an alkaline 
mixture and drink freely of the alkaline waters, to which 
may be added a little bicarbonate of soda. Coffee and 
alcohol are to be stopped until the case is well under control, 
when they may be resumed in moderation. The diet should 
be nutritious, but simple, the patient avoiding all highly 
spiced and seasoned dishes. As soon as the pain or smarting 
on urination ceases, great benefit will be derived in some 
cases from the judicious use of the antiblennorrhagics. 

All sexual excitement must be strictly guarded against, as 
it causes urethral and prostatic congestion and thus retards 
a cure. 

If the urine is cloudy from pus as well as gonorrhoea! 
flakes and threads, it is best to begin with the retrojection or 
irrigation treatment, which consists of throwing into either 
the anterior or posterior urethra several ounces of a warm 
medicated fluid. If, however, the urine is clear, or as a result 
of the irrigation- method the pus disappears, and nothing but 
threads remains in the clear urine, then it is time to stop retro- 
jections and substitute for them instillations, which consist of 
a few drops of a concentrated medicated solution, injected 
into the canal, the technic for which will be described in 
detail farther on. 
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If chronic gonorrhoea, or urethritis, is complicated by 
stricture of the urethra, prostatitis, seminal vesiculitis, an 
abnormally small meatus, or phimosis associated with balano- 
posthitis, these conditions should receive appropriate treat- 
ment which will be found fully described under these separate 
headings, and to which the reader is referred. 

Treatment of Chronic Anterior Gonorrhoea, or Urethritis. 

The general rules just described having been minutely 
carried out, the anterior urethra is treated in the following 
manner either by irngations or instillations according to the 
condition of the urine. 

Irrigations : The patient passes his urine in order to flush 
out the canal ; then a thoroughly clean No. 10 to 12 
French soft-rubber velvet-eye catheter (Fig. 10) or a Mitch- 

FiG. 10. 




Soft-rubber velvet-eye catheter. 



elFs soft-rubber reflux catheter (Fig. 11) is lubricated with 
glycerin or lubrichondrin and j)assed very gently into the 
bulb of the urethra, the patient standing before the surgeon. 



Fio. 11. 
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Mitchell's reflux catheter. 



A large hand-syringe (Figs. 12 and 13) is then attached to 
the end of the catheter by means of a conical hard-rubber 



ard-nib1)er syringe. 



or metal coupler (Fig. 14), and the warm nicilicatcd fluid 
jected slowly and gently into tlie bulb of the uretlira, beyond 
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which it does not puss on account of the coiupresBor urethrse 
muscle, but flows forward and escapes at the meatus, where 
it is caught in a suitable vessel. 



Fio. 13. 




In this manner all of the diseased areas in the anterior 
urethra are brought into direct contact with the medicated 
solution. 

The irrigations or retrojections may be given every day or 
every second or third diiy, according to the results obtained, 



which cnn be ascertained by the patient's symptoms and sen- 
sations, and also the condition of the urine, which should be 
examined before each treatment. 

On the allernatc days the patient can use an ordinary hand- 
injection if so desiretl, and provided it does not cause irri- 
tation, which it sometimes does. The amount of solution 
used at each sitting varies from two to eight ounces, and 
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should always be warm, and thrown in with the utmost care 
and gentleness. 

For retrojection or irrigation solutions we use the following 
formulae in the order given and manner described. 

Solution I, 

15*. Alum, crud., 

Zinc, sulphat., aa 2.00. 

Aq. destillat., 500.00. M. 

Sig. — Add half an ounce of this solution to seven and a 

half (7i) ounces of warm boiled water, and inject. Increase 

strength from day to day until equal parts of solution and 

water are used. 

Solution II, 

15*. Potass, permanganat., 1.00. 

Aq. destillat., 500.00. M. 

Sig. — Add one-quarter (J) of an ounce of this solution, to 
seven and three-quarters (7f) ounces of warm boiled water, 
and give a retrojection every day, or every other day, increas- 
ing the strength slowly up to 1 : 1000. 

Solution III 

15^. Argent, nitrat., 1.00. 

Aq. destillat., 500.00. M. 

Sig. — Use in precisely the same manner as the second solu- 
tion, increasing the strength very slowly, as the silver is 
liable to cause severe pain, irritation, and tenesmus if used too 
strong. 

In the same manner may sometimes be used in rare and 
exceptional cases mild solutions of the bichloride of mercury, 
or the chloride of zinc, beginning with about 1 : 40,000, and 
increasing the strength very slowly and guardedly. 

Sounds : If at about the end of the twelfth or fourteenth 
week of the disease the patient still complains of a dribbling 
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of urine from the meatus after urination, good results will 
sometimes be obtained by the judicious use of medium-sized 
steel sounds passed to the triangular ligament every fifth to 
seventh day, and left in the urethra for about a minute ; the 
pressure which the sound exerts helps to restore the lost 
elasticity of the urethral walls, and in that way cures this 
troublesome and disagreeable symptom. 

In the majority of cases of chronic anterior gonorrhoea, or 
urethritis, sounds should not be employed until several 
months after the acute stage, after which time they are of 
great service in certain selected cases, but must not be used as 
a routine method of treatment. 

Instillations : If, after using the above irrigations or retro- 
jections in the manner described, the urine is rendered clear 
but still contains gonorrhoeal shreds and flakes, it is advisable 
to give the patient instillations of nitrate of silver in the an- 
terior urethra. This method is fully described on page 81. 

Treatment of Chronic Posterior Gonorrhoea, or Urethritis. 

The general lines of treatment described on page 74 
having been instituted, the posterior urethra and a limited 
area of the bladder are irrigated in the following manner : 

The patient, having urinated in order to cleanse the canal, 
stands before the surgeon, or lies down with head and shoul- 
ders elevated and musc^les relaxed, and a thoroughly clean 
No. 10 to 12 French soft-rubber catheter, dipped in glycerin 
or lubrichondrin, is gently passed into the prostatic urethra, so 
that its eye is just beyond the compressor urethrse muscle. 
In some rare and exceptional cases it will be found impos- 
sible to pass a soft-rubber catheter beyond the compressor 
urethrse muscle. For these cases we can substitute a No. 6 to 
10 French woven-silk catheter, which, although more rigid than 
the rubber one, is flexible and less liable to cause irritation 
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than the metal instruments, which are sometimes recommended 
for this purpose. This much-talked-of and over-estimated 
spasm of the compressor muscle is, as a rule, caused by rough, 
rapid, and unskilful instrumentation, and will rarely if ever 
be encountered, provided the surgeon is gentle and uses soft 
and flexible catheters in preference to metal or rigid ones. 

A hard-rubber or metal syringe (Figs. 12 and 13) is 
attached to the free end of the catheter by means of a hard- 
rubber or metal coupler with stopcock (Fig. 15), and the 

Fig. 15. 




Author's hard-rubber or metal coupler with stopcock. 

warm medicated fluid thrown slowly and gently into the pros- 
tatic urethra, from which it passes upward into the bladder. 
When the syringe is empty the stopcock is turned off, the 
syringe uncoupled, refilled, and more fluid injected until the 
bladder feels full, or the patient complains of a desire to 
urinate, when the catheter is slowly withdrawn into the 
bulbous portion and the entire anterior urethra irrigated. 
The patient now stands up and passes the medicated fluid, 
which, having already acted on the posterior urethra and base 
of the bladder, washes out the posterior urethra a second time, 
and flowing through the anterior urethra distends it as it 
rushes out, and in this manner medicates all of the congested, 
eroded, or ulcerated spots and patches along the canal. 

The solutions to be used for these irrigations are the same 
as those given for chronic anterior gonorrhoea, or urethritis, 
on page 78. They must always be warm, and increased very 
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slowly in strength, especially the permanganate of potash and 
nitrate of silver solution, which, if too strong, will set up 
intense vesical and rectal tenesmus, which may last for several 
hours. The fluid should always be injected with a three or 
four ounce hand-syringe, as with it we know the exact amount 
of solution thrown in, the resistance offered by the bladder, 
and the force used ; whereas if an irrigator or fountain syringe 
were employed, none of the above valuable information could 
be obtained, and more or less damage might be done. 

The amount of fluid used at each sitting varies, a good 
average being about eight ounces, although many bladders 
will not hold more than from one to four ounces at first ; this 
is probably due to the irritability of the posterior urethra 
with more or less contraction of the bladder, which has been 
produced by the frequent calls to expel the urine during the 
acute attack ; this irritability subsides rapidly under the 
treatment, and patients frequently speak of the comfort they 
experience after the first few washings. 

If, in spite of the above treatment, carefully carried out, 
the urine does not clear up promptly, then the prostate, semi- 
nal vesicles, and anipullated ends of the vasa deferentia must 
be examined per rectum, and if found affected, treated as 
already described in the sections devoted to these subjects. 

If a patient have a chronic antero-postenor gonorrhoea, or 
urethritis, and this is usually the case, the treatment is exactly 
the same in every detail as that just given. 

Instillations : If, after having used the retrojections, the 
urine clears up, but still contains gonorrhoeal threads and 
tissue elements, then it is advisable to change our plan of 
treatment by using small amounts of concentrated solutions ] 
these are called instillations, and are given in the following 
manner : The patient, having urinated, lies down or stands 
before the surgeon, who passes a properly cleansed No. 10 
6— V. D. 
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to 12 French soft-rubl>er cathettr, lubricated with give 
or lubrichondrin, iiilo the posterior urethra if posterior ure-l 
thritis or urethro-cystitis esists, or iiilo the bulb of the urethra | 
if there is only an anterior uretlirttis tu deal with, sLnd by n 
of a Taylor's or Guyon'a iostillation syringe (Figs. 16 and 17w 
throws in. several drops of a 1:2000 ailution of nitrate of' 
silver. The catheter is then, drawn slowly out of the urethra, j 
and at the same time we may inject a few drops of the silvt 
solution into the bulb and pendulous portion. 

Fig. 16. 




These instillations should Ik? repeated every second, thinI,'J 
fourth, or fifth day, acconling to the results obtained and thel 
strength of the solution u^^ed. In some rebellious cases wal 




may be compelled to increase the strength of the silver solu- 
tion up to 1 : 500, 1 ; 260, or even 1 : 125 ; this should be dona | 
very slowly and carefully, and the instillations given at i 
longer intervals, our guide in these cases being the i 
which should be examined at each visit. Instillations of iixim 
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bichloride of mercury will perhaps be found useful in some 
rare and exceptional cases ; also 1 to 3 per cent, sulphate of 
copper solution, or 3 to 6 per cent, sulphate of thallin solu- 
tion ; as a rule, however, nitrate of silver is the most effica- 
cious of all, and if intelligently used will produce a cure. 

If, as is sometimes, although very rarely, the case, a soft- 
rubber catheter cannot be passed beyond the compressor 
urethrse muscle, we can then use a No. 6 to 10 French straight, 
or olivary pointed silk one. 

The specially constructed metal instruments or drop catheters, 
which are sometimes recommended for instillations, should 
never be employed on account of the irritation and trauma- 
tism that they are liable to produce, even in skilful hands. 
If the surgeon fails to enter the deep urethra with soft-rubber 
and silk catheters it is proof positive that he is either very 
unskilful, or that the parts are in a far too irritable and sensi- 
tive condition for any kind of local urethral medication. The 
Ultzmann drop catheter, which consists of a thick-walled 
silver catheter with capillary bore, and a glass and hard- 
rubber syringe, is the instrument usually employed by those 
who are opposed to soft-rubber instruments for urethral 
medication. 

Endoscopy. 

The use of the endoscope in the treatment of chronic gon- 
orrhoea, or urethritis, may sometimes be of service in those 
rare and exceptional cases which have resisted the different 
forms of treatment already given for these conditions. 

Indications for use : It should only be employed in cer- 
tain selected cases, in the chronic stage of the disease, and by 
one who is skilled in the use of urethral instruments and 
accustomed to the appearance of the urethral walls, both in 
their normal and diseased states. By its aid we can examine 
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with the eye the entire length of the urethra, recognize poly- 
poid growths, and in many cases locate the areas of disease 
and treat them locally by t<)pical applications of varioim drugs. 

It must be remembered, however, that the endoscope is at 
best an instrument of reserve, and should never be employed 
in a routine or careless manner, as its frequent passage 
through the urethral canal, especially the prostate portion, 
causes more or less irritation, distention, and congestion of 
this sensitive and highly vascular mucous membrane. 

For examination of the ibssa naTicularis a wire meatiis- 
speculum (Fig. 18) will be found very useful, the fossa being 

Fio. 18. 




TsflOT'g meatug-specninm. 



illuminated by direct sunlight or electric light, or, if that 
is not sufficient, the rays can be reflected in by means of a 
head-mirror. 

For general endoscopic work, the Otis nrettaroBcope is, in 
my hands, by far the best instrument we have in spite of the 
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the operating table, and his thighs supported by proper foot- 
rests or two ordinary stools. The largest tube that will enter 
the meatus with ease is then selected, cleansed, lubricated with 
glycerin or lubrichondrin, and passed slowly and gently into 
the bulb of the urethra (in rare cases into the prostatic ure- 
thra), tlie obturator carefully withdrawn, and the light turned 
on ; the urethral walls are then seen bulging into the lumen 
of the tube, which being slowly withdrawn, gives a clear and 
distinct picture of the entire canal from behind forward. As 
diseased areas are discovered they may be touched with con- 
centrated solutions of silver nitrate or copper sulphate by 
means of wooden applicators wrapped with absorbent cotton, 
which has been dipped in the medicated solution. Polypoid 
and warty growths can be easily removed by means of a deli- 
cate snare used through the tube under the reflected or direct 
light of the endoscopic lamp. 

When is Gonorrhoea Cured? 

Having considered the treatment of gonorrhoea and its 
complications, the important question now arises : when is 
the disease cured, or at what time does the discharge lose its 
infectiousness? In order to answer these questions intelli- 
gently we must examine the patient's morning urine, passed 
in our presence, for several successive mornings, and if it is 
clear and contains neither pus nor gonorrhoeal shreds ; that is, 
if it be perfectly normal on repeated examinations, we know 
that the urethral lesions at least have been cured. If, on the 
other hand, there are shreds, which under the microscope are 
found to consist of pus and epithelial cells, whether they 
contain gonococci or not, we know that the urethral lesions 
are still uncured, and that the secretion may be infectious. 
If the shreds consist of epithelial cells alone, they, of course, 
in themselves, may not be dangerous ; but even these patients 
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must be warned not to have sexual relations, and advised to 
take a proper course of local treatment. In order to ascer- 
tain that there is no lurking trouble in the prostate, seminal 
vesicles, or ampuUated ends of the vasa deferentia, as a result 
of posterior gonorrhoea, or urethritis, the patient should pass 
the first half of his urine, and then standing in the proper 
position (see section on seminal vesiculitis) have his prostate, 
vesicles, and vasa deferentia examined and massaged by a 
finger in the rectum ; the material appearing at the meatus is 
received on a clean glass slide and kept for examination ; the 
patient now passes the second half of his urine, which washes 
out any remaining secretion that has been expressed into the 
urethra; the sediment of the second urine and the material 
caught at the meatus are examined microscopically, and if the 
findings show disease, these conditions must be treated as 
already described under prostatitis and seminal vesiculitis. 
The examiner must be familiar with the normal secretions of 
the prostate, vesicles, and ampullae, so as not to err in his 
microscopic findings. The physician cannot be too guarded 
in giving his opinion on this subject, and should, therefore, 
make the above examinations in a most thorough, conscien- 
tious, and careful manner, and warn patients against matri- 
mony or sexual relations until they are absolutely cured. 
The follicles in the integument of the penis, between the two 
layers of the prepuce, in the lips of the meatus, and also all 
of the glands that open into the anterior urethra should be 
carefully examined, in order to ascertain that they are free 
from the gonorrhoea 1 process. 

aONOBBHCEAL OPHTHALMIA. 

Gonorrhoeal ophthalmia in the adult is caused by the 
transferrence of gonorrhoeal pus from the genitals to the eyes 
by means of the fingers, dressings, or towels, and is therefore. 
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strictly speaking, not a complication of gonorriioea, but rather 
an accidental infection, which is fortunately quite rare. 

In the newly bmrn the infection occurs during parturition, 
from the gonorrhoeal pus in the mother's vaginal tract. 

Symptoms : They usually begin within a few hours after 
infection, and consist of redness and swelling of the conjunc- 
tiva, increased lachrymation, with a collection of mucus at the 
inner angle, which is accompanied by intense itching and a 
feeling as if foreign bodies were beneath the lids. 

The conjunctivitis soon involves both of the lids, as well as 
the ocular mucous membrane, and is associated with a profuse 
purulent secretion, which flows out from between the intensely 
red and greatly swollen lids. Tlie patient is at this time 
unable to open the eye, or eyes, voluntarily. 

The foregoing manifestations are accompanied by intense 
pain in the eyeball, forehead, and temple, with rapid pulse, 
rise of temperature, and general malaise. 

The prognosis is always grave, and depends greatly upon 
the time the patient applies for treatment, whether one or 
both eyes are attacked, and also the extent and situation of the 
ulceration. 

It is at best one of the most serious complications of gonor- 
rhoea, and as it may result in either partial or complete blind- 
ness, the prognosis must always be made in a most guarded 
and careful manner. 

Treatment : The patient is put to bed in a well- ventilated 
room and two competent nurses are employed, one for day and 
the other for night. 

If only one eye is affected, the sound one is covered with a 
shield to prevent its infection : the shield is made of two pieces of 
rubber plaster, one four and the other four and one-hal finches 
square, with their adhesive surfaces in contact, between which, 
in a hole made in the center, a deeply concave watch-glass is 
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fastened ; through this glass the patient can see and the 
eye be inspected by the physician ; the rubber plaster is 
fastened to the skin about the eye, and its edges sealed with 
collodion. 

The nurses must be warned of the danger of infection^ and 
told how to avoid it by keeping their hands and nails clean, 
and by wearing large, plain-glass spectacles to protect their 
eyes during the dressings and irrigations. 

The eye must be washed out day and night with a 3 per 
cent, solution of cold boric acid (made with distilled water) 
as often as any secretion accumulates, and in the intervals 
between the washings the eye should be kept covered with 
cold cloths (absorbent gauze or sheet lint) taken from a 
block of ice, and changed every two or three minutes ; these 
cloths must be burned as soon as removed, and never used 
again. 

The eye is flushed out by means of an irrigator, held high 
enough to allow the cold boric-acid solution to flow out in a 
gentle stream. 

From the onset of the infection well up to the declining 
stage two drops of a 2 per cent, solution of nitrate of silver 
should be dropped into the eye once or twice in twenty-four 
hours, according to the severity of the inflammation ; the 
silver-nitrate solution being applied directly after a boric-acid 
washing. 

If the cormea becomes involved, instillations of a sulphate 
of atropine solution (gr. ij-§j) should be employed three times 
daily, and the nitrate of silver stopped. 

Unless the attending physician is very familiar with diseases 
of the eye, he should send immediately for a competent oph- 
thalmic surgeon, as a faulty treatment may result in the loss 
of either one or both eyes. 
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aONORBHCEAL RHEUMATISM. 

Gonorrhoea! rheumatism is an inflammatory process which 
may occur during the course of urethral gonorrhoea, gonor- 
rhoea! vulvitis, vaginitis, and conjunctivitis. It attacks the 
joints, hursae, muscles, nerves, fibrous tissues, sheaths of 
tendons, and the eye. 

It is observed more frequently in men than in women ; in 
some cases it accompanies every attack of urethral gonorrhoea, 
in other cases only one. 

From what has been learned in regard to the oiigin and 
nature of gonorrhoea! rheumatism, it may be said that the 
chief etiological factor is the gonococcus and its ioxins, which 
may be associated with pyogenic microbes. It has been 
clearly demonstrated by competent observers that the gono- 
coccus is carried by the blood-current and deposited in the 
various tissues of the body. If the exudation in the joint be 
serous or sero-fibrinous in character we find the gonococcus, 
but if sero-purulent or purulent we discover pyogenic mi- 
crobes. 

Course of gonorrhoea! rheumatism : It may appear at any 
time from the end of the first week to the fourth month of 
the disease, the majority of cases occurring in the chronic 
stage, which has led to the theory that the septic material 
(gonococci or their toxins) is only absorbed from the posterior 
urethra. This, as a rule, is corroborated by clinical observa- 
tion, as in the vast majority of cases rheumatic manifestations 
do not develop until the posterior urethra has been invaded 
!)y the gonorrhoea! process. 

In most cases several joints are attacked at the same time, 
although it is not uncommon to see patients with only one 
joint involved. 

The following table (Finger) gives the situation of the 
rheumatism in 375 collected cases : 
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Times. 

Knee-joint, 136 

Tibio-tarsal joint, 59 

Wrist-joint, 43 

Finger-joint, 35 

Elbow-joint, 25 

Shoulder-joint, 24 

Hip-joint, 18 

Maxillary joint, 14 

Metatarsus, 7 

Sacro-iliac joint, 4 

Stemo-clavicular joint, 4 

Chondro-costal joint, 2 

Intervertebral joint, 2 

Peroneo-tibial joint, 1 

Crico-arytenoid joint, 1 

375 

The joint-lesioiis consist ordinarily of a serous, sero-fibrin- 
oas, or sero-puruleut synovitis ; rarely of a purulent synovitis. 

Gonorrhceal synovitis usually begins with sudden pain and 
heat in the joint or joints, rise of temperature, chilly sensa- 
tions, and a feeling of general malaise.* The urethral discharge 
at this time is usually very slight or absent. 

Examination of the joint shows it to be distended with fluid, 
fluctuating and painful, the integument over it being reddened 
and hot. The severity of these symptoms varies according 
to the character of the exudation. If serous or sero-fibrin- 
ous, resolution usually occurs, leaving a good joint ; if sero- 
purulent or punilent in character, there is more or less 
destruction of the articular surfaces, followed bv ankvlosis. 

Accompanying gonorrhceal inflammation of the joints we 
sometimes see involvement of the eye, heart, bursse, spinal 
cord, sheaths of tendons, fasciae, and muscles. 

Gonorrh(Bal bnrsitis may attack any of the bursae, but is 
usually observed in the bursa beneath the os calcis, or in the 
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one in front of the tendo-Aehillis, the lesion being the same 
as in synovitis. 

The sheatlis of the extensor tendons of the hand and fin- 
gers, the dorsal flexors of the toes, and the flexor poUicis, are 
the ones usually attacked, although it is not uncommon to see 
the sheaths of the biceps brachii and tendo-Achillis involved. 

The palmar and plantar fascise are sometimes, although 
rarely, attacked. 

The muscles generally, especially those of the neck, may 
be the seat of this gonorrhoeal inflammation, which gives rise 
to pain and stiffness. 

The diagnosis of gonorrhoeal rheumatism may be readily 
made from the urethral discharge, the presence of pus, and 
threads in the urine, the time the rheumatism appeared, which 
is generally in the chronic stage of the disease, and the 
successive involvement of the large joints, such as the knee, 
ankle, wrist, and shoulder. The threads and urethral pus 
should always be examined for gonococci. 

The prognosis depends upon the degree of inflammation, 
the number of joints involved, and the time the patient applies 
for treatment, the attack usually lasting from six to twelve 
weeks. 

Treatment: If the lower extremities are attacked, the 
patient should be put to bed ; otherwise he can be up and 
about, with the part properly supported, unless in too much 
pain. 

The joint or joints are immobilized, and during the very 
acute stage covered with compresses wet in cold lead-and- 
opiura wash, or cold bichloride solution 1 : 5000. 

When the acute inflammatory symptoms begin to subside 
the cold is stopped and the joint is well blistered, or touched 
lightly with the Paquelin cautery, tincture of iodine being 
painted between the blisters or points that have been cauter- 
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izedy after which firm and onifomi pressure is exerted by 
means of a cotton dressing and proper splints. 

In die ehronie ^iage the splints are removed^ and the joints 
massaged or steamed and exercised daily, after which they are 
wrapped in icthyol or compound iodine ointment, the patient 
taking ftill doses of iodide of potassium, which is often of 
benefit at this time. 

If the fluid does not disappear under this treatment it must 
be withdrawn and the joint irrigated xi-ith 1 : 5000 bichloride 
of mercury solution in the usual manner. 

If the inflammation goes on to suppuration with erosion of 
the articular surfaces and great deformity the joint will have 
to be resected to secure better position ; this, of course, is not 
necessary until the disease has passed into the chronic sup- 
purative stage. 

The most important point in the treatment of gonorrhceal 
rheumatism is to cure all of the lesions situated in the urethra j 
as they are the points of entry of the infectious material. 

If the gonorrhoea is acute, subacute, or chronic, the patient 
should receive treatment appropriate to these conditions. 
For the local pain, which in some cases is very severe, we are 
compelled to resort to the use of opium or morphine in a vely 
guarded and carefiil manner, as it may have to be employed 
for some time. 

Full doses of the oil of wintergreen or salicylate of sodium 
are apparently useful in some cases, although internal medi- 
cation is, as a rule, of little value. 

STRICTURE OF THE UEETHBA. 

In order that the reader may clearly understand what 
stricture is, and how to detect and treat it properly, it is 
necessary to devote a few lines to the anatomy, length, shape, 
and so-called "calibre" of the urethra. 
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The male urethra is a collapsed canal or a continuous closed 
valve, whose surfaces, or walls, are always in contact, except 
duririg urination, ejaculation, and the passage of instruments. 
It extends from the meatus urinarius externus to the bladder, 
which it joins at a right angle. 

It is made up of three layers, an internal or mucous layer, 
a middle or submucous connective-tissue layer, and an external 
or muscular layer, which in turn consists of circular and lon- 
gitudinal fibers running from the bladder to the meatus, the 
circular or ring-shaped fibers being situated outside of the 
longitudinal ones. In overdistention of the canal with 
examining instrurbents the circular fibers may and have been 
frequently mistaken for true stricture, and the patient sub- 
jected to much harmful and unnecessary treatment. 

The mucous membrane of the urethra is shining in appear- 
ance, yellowish pink in color, arranged in longitudinal and 
small transverse folds, and covered with flat pavement-epi- 
thelium for alx)ut the first quarter of an inch to one inch of 
its length, beyond which it is of the columnar variety as far 
as the bladder. 

Penile or pendulous portion: This portion of the canal 
which is contained in the corpus spongiosum extends from 
the meatus urinarius externus to the peno-scrotal junction, 
where it joins the bulbous portion. On the roof or upper 
surface of the penile urethra about one-half to three-quarters 
of an inch from the meatus is the lacuna magnay into the 
orifice of which, although bounded by valve-like reduplica- 
tions of the mucous membrane, the tips of small instruments 
are apt to pass during urethral examinations. 

Situated principally in the roof or upper surface, but also 
in the floor or lower surface of the canal for about the first 
three or four inches of its length, are the mucous follicles or 
glands of the urethra, with their orifices opening directly 
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toward the meatus ; these, if dilated, may also engage the tips 
of small examining instruments. 

Bulbous portion : This portion of the canal extends from 
the peno-scrotal junction to the anterior layer of the triangu- 
lar ligament, and is surrounded by the erectile tissue of the 
bulb of the corpus spongiosum and the accelerator urinae 
muscle. 

Opening directly on its floor are the two orifices of Cowper^s 
ducts, the glands themselves being situated between the 
anterior and posterior layers of the triangular ligament, and 
in the substance of the compressor urethrse muscle. 

Membranous portion : We next come to the membranous 
or fixed portion of the canal, which is surrounded by the 
compressor urethrse muscle and limited in extent by the 
anterior and posterior layers of the triangular ligament. 

The prostatic portion, situated, as it is, in the prostate 
gland, and extending from its apex to its base, presents the 
following structures upon its floor : running longitudinally in 
the median line is the verumontanum or caput gallinaginis, 
containing on its summit the orifice of the uterus masculinus, 
on each side of which is the opening of the common ejaculatory 
duct. The prostatic ducts open into the prostatic sinuses, 
which are situated on each side of the verumontanum. It 
will, therefore, be seen that the seminal vesicles, testicles, and 
prostate gland are in direct communication with this portion 
of the urethra by means of their ducts. 

Length : The total length of the urethra varies in different 
individuals and under different conditions, the average being 
from about seven to eight and one-half (7 to 8^) inches ; this 
is somewhat increased in hypertrophy of the prostate gland 
and during erection of the penis. 

The penile and bulbous portions together measure about six 
and one-half (6 J) inches ; the membranous about three-quarters 
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(I) of an inch; and the prostatic portion one and one-quarter 
(IJ) inches. 

Calibre : Being a collapsed canal^ and in no sense of the 
term a tube, the urethra has, strictly speaking, no calibre, but 
merely a degree of dilatability which varies greatly in differ- 
ent individuals and in different portions of the same urethra, 
there being certain points of physiological contraction and 
dilatation, which points are well shown in Fig. 21, which 
was drawn from a plaster cast of the normal urethra. 

Fig. 21. 






Showing points of contraction and dilatation in a normal urethra. 

1. Meatus urinarius, 21 to 28 French. 

2. Fossa navicularis, 30 to 33 " 

3. Middle of pendulous portion, 27 to 30 " 

4. Bulbous portion, 33 to 36 
6. Membranous portion, 27 

6. Apex of prostatic portion, 30 

7. Middle of prostatic portion, 45 

8. Base " " " 33 " 

9. Indentation caused by verumontanum. 

Therefore, in examining a patient for stricture of the urethra 
the surgeon must bear in mind the fact, that the meatus uri- 
narius, the middle of the pendulous portion, and the mem- 
branous portion are normally narrower than the rest of the 
urethra, and also that the fossa navicularis, the bulb, and the 
middle of the prostatic portion are larger and more dilatable ; 
and that if the urethra is overdistended with examining instru- 
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ments, these physiol epical contractions are liable to be mis- 
taken for strictured areas. 

The shape of the urethra varies greatly in the different 
regions of the canal, being vertical at the meatus and throngli- 
out the fossa navicularis, transverse iu the penile or pendulous 
urethra, and like an inverted Y in the middle of the prostatic 
portion, thus \ ; this formation is due to the jutting up of 
the veruniontanum from the floor of the prostatic nrethm. 

Definition of stricture : Although various definitions of 
stricture have been given from time to time by different 
authors, the most comprehensive and far-reaching one is tliat 
of Taylor, who defines a(M:[uired stricture as "a condition of 
the canal attended by decidedly well-marked contraction or 
stenosis and an utt«r loss of normal dilatability, caused by an 
inflammatory process which produces a sclerosis of greater or 
less density and contractile power." 

Seat of stricture : For conciseness and clearness of descrip- 
tion in regard to the location or seat of stricture we will follow 




the plan of Sir Henry Thompson, who divides the urethra 
into three regions as folloivs {^ig. 22): 

Rer/ion I. iucbidos all of the membranous, and one inch of 
thu bulbous urethra, and is therefore about one and three- 
quarters (15) inches in length. 

Rpfjion II. extends from the anterior limit of Kegion I. to 
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within two and a half (2J) inches of the meatus, its length 
varying from two and a half to three (2^ to 3) inches. 

Region III. includes the first two and a half (2J) inches 
of the canal from the meatus. 

After a careful study of a large number of specimens and 
cases, Thompson found that the vast majority of gonorrhoeal 
strictures were located in the bulbous urethra, and at the 
bulbo-membranous junction, or Region I. ; next in the region 
of the fossa navicularis, or Region III. ; and least frequently 
in the middle of the pendulous urethra, or Region IL 

Primary gonorrhoeal stricture of the prostatic urethra has 
never been found, the changes in this portion of the canal 
being due to submucous cell-infiltration, which does not go on 
to true stricture-formation. 

The reason for the so frequent occurrence of gonorrhoeal 
stricture in the bulb of the urethra and fossa navicularis is 
the fact, that in these regions the mucous membrane is lax 
and surrounded by a large amount of erectile and vascular 
tissue, which arrangement tends to prolong a gonorrhoeal 
inflammation which has settled there, and which naturally 
results in more or less cicatricial contraction. 

Number of strictures : In the vast majority of cases gonor- 
rhoeal stricture is single, although sometimes there may be 
two, three, or even four well-marked contractions in the same 
case. 

This, however, is not at all common, and when found is in 
all probability due to a continuation of the same pathological 
process, either from the bulb forward, or vice versa, and con- 
stitutes what is known as a tortuous stricture, which may involve 
the canal for an inch or so ; or even for its entire length, thus 
converting it into a thickened tube with irregularly contracted 
lumen. 

Time of occurrence : Gonorrhoeal stricture, as a rule, comes 
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on slowly, and in the majority of cases does not give rise to 
marked or urgent symptoms until several years after the initial 
attack of gonorrhoea. This is shown by the fact that the 
great majority of men apply for treatment between their 
twenty-fifth and fortieth years. 

There are some exceptional cases, however, in which symp- 
toms are observed as early as the sixth month or first year after 
the acute urethral inflammation ; which goes to show that strict- 
ure-formation is in some cases very rapid indeed, and that the 
physician should always accurately ascertain the condition of 
the urethral mucous membrane before beginning any form of 
local treatment. 

Pathology : As a result of the gonorrhoeal process there is 
a small, round-cell infiltration into the submucous connective- 
tissue layer, which constitutes the essential lesion of stricture. 
This infiltration is soft and yielding at first, and if sufficient 
in amount to cause any loss of urethral calibre it is called 
" soft " stricture. 

As the process advances, however, the small round cells are 
replaced by connective-tissue cells, and we then have a fully 
formed " semifibrous '' structure, which in time becomes innod- 
ular and densely fibrous and causes more or less impairment 
of the urethral lumen, with loss of dilatability. 

These cell-changes may be sharply limited to the sub- 
mucous connective-tissue layer or involve the corpus spongio- 
sum to a greater or less degree, giving rise to a periurethritis. 

The mucous membrane over the stricture becomes tnore or 
less thickened, and loses its smooth and shining appearance. 

From the above, it will be clearly seen that all gonor- 
rhoea! strictures are soft and yielding at first, and can there- 
fore be readily cured by gradual dilatation and local urethral 
medication. 
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Forms of Stricture. 

A linear stricture consists of one or more thread-like bands 
situated just beneath the mucous membrane and encircling the 
urethra to a greater or less degree. 

An annular stricture consists of a broader ring of stenosis 
than the linear variety. If the narrowing involves an inch 
or mpre of the canal, we then speak of it as an irregular or 
tortuous stricture. 

Diaphragmatic stricture consists of a thin fold of mucous 
membrane, with the opening, either large or small, situated in 
its center (concentric) ; or side, L e, somewhere on its periph- 
ery (excentric). 

Crescentic or bridle stricture : In this form the mucous 
fold arises from either the roof, floor, or one of the urethral 
walls, and juts out into the canal. 

Innodular stricture : In this variety the lumen of the 
urethra is greatly contracted, and the canal is converted into 
an irregular mass of fibrous tissue. 

Inflammatory stricture : The so-called inflammatory strict- 
ure is due to a temporary swelling of the mucous membrane 
covering any of the above forms of stricture, and is caused 
by alcoholic or sexual excesses, irritating urine, cold, bodily 
fatigue, and unskilful instrumentation. It should, therefore, 
be looked upon as a complication, and not as a true form or 
variety of stricture. 

Resilient strictures are elastic, and therefore cannot be 
cured by dilatation, as after instruments are passed they rap- 
idly contract several sizes, leaving the patient with a greatly 
reduced urethral lumen. 

Spasmodic or muscular stricture : The so-called spasmodic 
stricture is due to the contraction of the compressor urethras 
muscle, or to the circular muscular fibers of the urethra, and 
being merely a temporary condition of muscular spasm must 
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not be looked upon as a true stricture, which latter condition 
is alvvays due to pathological changes in the canal. 

It occurs most frequently in nervous and excitable subjects. 
The spasm may be caused by the rapid or unskilful passage 
of urethral instruments, operations on, or diseases of, the 
rectum and anus, highly acid urine, the long retention of urine, 
sudden exposure to cold ; or, in some cases, from a feeling of 
shame or fear, as when patients are unable to pass their urine 
before a class or even in the presence of the examining sur- 
geon. It may also result from faulty urethral treatment, 
especially the Janet method, and sometimes complicates affec- 
tions of the bulb and deep urethra, and also of the prostate 
gland and adjacent structures. 

Causes of Stricture. 

The great majority of cases of urethral stricture are due 
to gonorrhoea, or urethritis. 

Traumatism is the etiological factor in a small percentage 
of cases ; while congenital stricture is occasionally, though 
quite rarely, encountered. 

Stricture may also result from the healing of sores situated 
within the urethra or at the meatus. 

Traumatic stricture is usually single, and may occur in any 
portion of the urethra, depending on the scat of injury. In 
the pendulous urethra it usually follows the breaking of a 
chordee, or fracture of this portion of the penis from various 
causes. In the vast majority of cases it is found in the 
bulbous or membranous portions or at the bulbo-membranous 
junction ; in these regions it follows falls, kicks or blows upon 
the perineum, causing partial or complete rupture of the 
urethra, either with or without fracture of the pelvis. 

At the time of the iiijury, these patients have more or less 
difficulty in urination, or even complete retention,with extra va- 
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sation of blood and urine into the surrounding tissues. Bleed- 
ing from the meatus is either scanty or free, depending upon 
the severity and extent of the urethral traumatism. 

For a description of urinary extravasation and its treatment 
the reader is referred to page 105. 

Congenital stricture is sometimes observed, especially at the 
meatus, or just beyond it in the fossa navicularis, or even in 
the anterior portion of the canal. 

Sjrmptoms of Stricture. 

The symptoms of stricture vary greatly in difiTerent cases, 
their severity depending both upon the degree of contraction, 
and also the extent, of the strictured area. 

As a general rule, there is more or less gleety discliarge 
from the meatus, which may even amount to a drop or so in 
the morning, or only to a gluing together of the meatus ; in 
other cases, however, there is no discharge. 

If the morning urine is examined, it will be found to contain 
threads and flakes floating about in a clear, or turbid urine. 

The meatus is often quite blue in color from congestion 
caused bv the cicatricial tissue around the urethral walls, 
which interferes more or less with the return circulation. 

As the stricture contracts there is more or less dilatation 
of the urethra behind it, caused by the damming back of the 
stream at each act of urination ; this mechanical irritation 
in time causes congestion and inflammation of the urethral 
raucous membrane from the posterior surface of the stricture 
up to and, in some cases, into the bladder, so that these 
patients really have posterior urethritis, with more or less 
prostatitis and urethro-cystitis, which gives rise to an in- 
creased frequency in urination, which may be preceded, accom- 
panied or followed by a varying amount of pain and uneasi- 
ness in the urethra, perineum, prostate, and testes. 
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As the stricture contracts, the muscular walls of the 
bladder hypertrophy from the extra amount of pressure they 
are compelled to exert in order to empty that viscus through 
the stenosed canal. The urine now comes with less force, and 
cannot be thrown anv distance from the meatus ; in severe 
and neglected cases it comes in scalding, blood-stained drops, 
whicli can only be expelled by severe and long-continued 
straining ; which in time may cause either hernia, hemor- 
rhoids, or prolapse of the rectum, and be associated with 
evacuation of the bowel at each attempt at urination. 

As a result of the inflammation in the prostatic urethra 
and sometimes in the gland itself, these patients may have 
either painftQ erections or nocturnal pollutions, or, if the 
inflammatory process involves the ejaculatory ducts, epididy- 
mitis, epididymo-orchitis, or seminal vesiculitis. 

Some cases at this time have a constant dribbling of urine 
from the meatus, this incontinence being due to a loss of con- 
tractile power of the vesical sphincters. 

Retention of urine may occur at any time during the course 
of stricture-formation ; in some cases it is the first symptom 
that calls the patient's attention to his real condition ; it is 
due to a sudden swelling of the mucous membrane covering 
the stricture, caused by irritating urine, over-zealous instru- 
mentation, catching cold, sexual or alcoholic excesses, etc., 
some patients being more prone to this complication than 
others. 

If cystitis is well marked, patients complain of constant 
and deep-seated pain over the bladder. 

The urine in some of these advanced and neglected cases 
becomes ammoniacal in reaction (from decomposition of the 
urea), bloody, and loaded with crystals and pus, which latter, 
being coagulated in the bladder by the ammonia, causes a 
ropy and gelatinous condition of the urine, which is liable to 
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obstruct the oye of the instrument during ratheterization. 
If the alx>ve conclition of the urine is not nicMliiietl by proper 
treatment it may result in stone- formation. 

Complications of Stricture. 

That portion of tlie urethra situated beliind the stricture, 
as already stated, hwomcs diktei] tn a greater or less extent, 
and its mucoua membrane ami conneetive-tissue layer beooine 
much thickened ; the orilices of the prostatic sinnses and the 
ejuciilntory dncts which are situated in the floor of the 
proi^tatic uretlira are also dilated ; these ehaagt's are all 




produced by the back pressure of the urine, whose free init- 1 
ward pjissage is pre\-ented by the stenoisefl and thickened eanal. f 
Abscesses and flstulje may form t>ehind the stricture, orig^-J 
nating in inflamed urethral follicles or ulcerated spots into'5 
which the urine escapes, and finally hirrrows in fistulous fl 
tract-, which may open in the |ierineum, on the bnttocka, 
the scrotum, or the abdomen {F]g. 23), 
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In some severe cases abscess of the prostate occurs, which, 
if untreated, may rupture either into the urethra, bladder, 
peritoneal cavity, perineum, or rectum. 

Diverticula of bladder : The bladder walls become greatly 
thickened from hypertrophy of the muscular layer, which 
causes trabeculge of muscular tissue to project into the viscus ; 
between these ridges the bladder- wall may become very thin 
and dilated, going on to the formation of sacculi and diver- 
ticula, which may in time rupture and allow the contents of 
the bladder to escape into the peritoneal cavity. 

Ureters: Following these changes in the bladder, the 
ureters become dilated, as do the pelves of the kidneys, the 
secreting portions being pushed out and compressed by the 
accumulated urine. The inflammation ascending from the 
bladder through the ureters finally enters the pelves of the 
kidneys, causing pyelitis, with all of its concomitant symptoms. 

Extravasation of Urine. 

Causes : The urethra behind the stricture having become 
thin and weakened may, as the result of violent straining, or 
without any apparent cause, give way and allow the urine 
to escape into the surrounding tissues in greater or less 
amount. Extravasation of urine also occurs in partial or 
complete rupture of the urethra from falls, blows and kicks 
on the perineum, either with or without fracture of the pelvis. 
The urethra may give way or be ruptured in any of the fol- 
lowing regions, depending, of course, upon the site of the 
stricture or the point of injury. 

1. Between the meatus and tlie penoscrotal junction. 

2. Between the peno- scrotal junction and the anterior layer 
of the triangular ligament. 

3. Tn the membranous urethra ; that is, between the anterior 
and posterior layers of the triangular ligament. 
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4. Behind the posterior layer of the triangular ligament. 

It is of course possible and not uncommon for two of these 
regions to be included by the rupture of the urethral wall at 
the same time. 

Ssrmptoins of extravasation . The constitutional si/mptoras 
are as follows : The patient sometimes experiences a sudden 
sensation as if something had given way in some part of the 
urethra; this is followed by a feeling of momentary relief, 
speedily accompanied by swelling of the penis, hypogastrium, 
scrotum, or perineum, according to the locality of the rupture. 
The patient at this time has fever, with chilly sensations or 
well-marked chills and a feeling of general malaise, and if 
not radically and speedily treated by operation, passes into a 
condition of extreme shock. 

Local symptoms: The skin over the swelling, which at 
first is very tense, bright red in color, and shining in appear- 
ance, soon becomes gangrenous, sloughing, and emphysema- 
tous from the presence of the gases situated beneath it, which 
are produced by the purulent, decomposing, and sometimes 
ammoniacal urine extravasated through the tissues. 

It is an established fact that normal (sterile) urine does not 
cause gangrene or destruction of the tissues even when 
injected beneath the integument in considerabje quantities. 

The situation of the swelling varies according to the point 
of rupture, and the time that has elapsed since the injury or 
accident. 

When the opening in the urethra occurs between the 
meatus and the peno-scrotal junction the extravasation takes 
place into the tissues of the corpus spongiosum, pushing for- 
ward into the glans penis and causing great swelling of the 
organ. 

When the rupture occurs between the peno-scrotal junction 
and the anterior layer of the triangular ligament the urine 
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is extravasated into the scrotal tissues and upward on the 
hypogastriura, sometimes as far as the umbilicus. 

When the rupture takes place between the anterior and 
posterior layers of the triangular ligament (in the membranous 
urethra) the urine is at first confined between these layers, 
but soon makes its way backward into the pelvic cavity, or, in 
exceptional cases, burrows forward into the perineum. 

When rupture takes place behind the posterior layer of the 
triangular ligament the urine passes either into the recto- 
vesical space, and thus works down to the perineum, or passes 
upward into the pelvic tissues and in front of the bladder. 

Treatment : No matter how great or small the amount of 
extravasated urine is, we must always bear in mind the cHni- 
cal fact that it is due to a constant leakage of septic urine 
through a more or less damaged urethra ; and that in order 
to check it the bladder must be promptly drained through 
the perineum, and the stricture cut. This must be done with- 
out delay, as the longer it is put off* the greater the extrava- 
sation becomes, which, if left uncontrolled, means abscess- 
formation, or sloughing and gangrene of the soft parts, and 
finally death from absorption of septic material. 

The patient, having been etherized, is put in the lithotomy 
position, and the parts shaved and rendered surgically clean 
in the usual manner. 

External urethrotomy, or external and internal urethrotomy 
combined, or perineal section is then performed, according to 
the manner described under perineal operations for bladder 
drainage and stricture of the urethra, and to which the 
reader is referred. All of the stricture-tissue having been 
thoroughly divided and a full-sized sound passed, a large 
perineal tube is inserted into the bladder and secured in 
the usual manner. 

By free and deep indsiona all of the extravasated urine must 
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be liberated, the sloughy and gangrenous tissues removed, 
and bleeding points controlled. The incisions are thoroughly 
irrigated with hot saline solution, and lightly packed with 
moist saline gauze. 

The incisions are kept scrupulously clean by frequent irriga- 
tion and dressing, and treated on general surgical principles. 

If urinary abscesses or fistulse exist, they must be freely 
opened, and scraped, or resected and drained at the time of 
the perineal operation, if the patient's condition warrants it, 
otherwise they may be left, and attended to at a later date. 

For the condition of shock which usually complicates these 
cases we should employ subcutaneous, intravenous, or rectal 
injections of normal saline solution, both before, during, and 
if necessary after, the operation. 

Diagnosis of Stricture. 

Instruments : In order to ascertain the presence of strict- 
ure, its situation, consistency, and calibre, the following instru- 
ments are necessary : 

Filiform and olivary pointed bougies, bougies h boule, or 
acorn pointed bougies, steel sounds, a scale plate and meas- 
ure combined, and for certain selected cases a urethrometer. 

The scale plate, as well as all of the urethral instruments, 
should be made and marked according to the French scale, 
which runs as follows : 

No. 1 French = ^ of a millimeter in diameter. 

No. 2 French = J of a millimeter in diameter. 

No. 3 French = 1 millimeter in diameter. 

Thus it will be seen that each instrument increases in size 
by one-third of a millimeter in its diameter. 

The American and English scales, which are far inferior 
to the French, are very irregular and little used at the present 
time and therefore will not be described. 
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Scale plate: The srale plate or gauge (Fig. 24) is made 
of nickel -plated steel, with numbers or sizes running from 
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No. 1 to No. 35 French inclusive, although it is rarely neces- 
sary to use an instrument larger than a No. 30 or 32 F. 
One edge is marked in inches like a rule, so that it can be 



Fig. 27. 




Whalebone filiform bougies. 

used for measuring the distance from the meatus at which 
instruments are stopped by the stricture. 

Sounds : Sounds are made of smooth, highly polished 
nickel-plated steel, and should run from No. 18 to No. 32 or 
even No. 35 French, inclusive. They should have a gentle 

Fig. 28. 




Bougie a boule. 



and easy curve and a conical point, which is three sizes smaller 
than the shaft. (Fig. 25.) 

Olivary bougies : The French olivary bougies are the most 
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Fig. 29. 
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durable, although quite good ones are made in this country ; 
they are black or yellow in color, with a very 
smooth and highly polished finish. (See Fig. 26.) 

The shaft tapers gradually into the neck, 
which terminates in the olivary end, this 
being about seven sizes smaller than the shaft. 
These bougies must be flexible, so as to adapt 
themselves to the curves of the urethra, and 
should run from No. 3 to No. 18 or No. 20 
French, inclusive. 

Filiform bougies: Whalebone filiform bou- 
gies are the best. (Fig. 27.) They are twelve 
inches in length and are about No. 1 to 3 of 
the French scale in size ; the shaft must be 
smooth and highly polished, and terminate in 
a tiny bulb. The points of some of the in- 
struments may be turned and twisted in vari- 
ous ways, in order to facilitate their entrance 
into irregular contractions. The remainder, 
however, should be made straight, and in my 
hands are really the most useful for cases of 
tight stricture. The surgeon should have a 
dozen at least. 

Bougies d boule : These instruments should 
be soft and flexible, as is well shown in Fig. 
28. Those made of metal cause more pain, 
and do not give the examiner as good an idea 
of the condition of the urethral walls. The 
shoulder of the bulb should be well marked 
and smooth. It is best to have a set of these 
bougies from No. 8 to No. 32 French, in- 
clusive. 

The urethrometer : The Otis urethrometer, if employed 




Otis urethrometer. 



112 STRICTURE OF THE URETHRA. 

intelligently and conservatively, is a useful instrument for 
detecting and locating strictures in a patient with an ab- 
normally small meatus (16 to 18 French). If, however, the 
little bulb is screwed up too high and then withdrawn, there 
is great danger of mistaking the physiological contractions 
and circular muscular fibres of the urethra for true strictures. 

The instrument (Fig. 29) consists of a No. 8 French 
straight canula, terminating in a bulb made up of short arms, 
which can be dilated {A) and contracted (jB) by means of a 
rod running through the canula and terminating in a screw 
at the handle of the instrument. A thin rubber shield {C) 
is drawn over the metallic bulb to protect the urethra from 
injury. The index on the handle shows the size in milli- 
meters to which the bulb has been dilated or contracted. 
The bulb when closed is about No. 16 to No. 18 French, 
but can (although it never should) be expanded up to No. 40 
or 45 of that scale by turning the screw at the handle, which 
indicates at the same time the increase in size on the index. 

Being a straight instrument, it can only be employed for 
examining the anterior urethra. 

Preliminary examination: Before exploring the urethra 
with instruments the surgeon should always ascertain the date 
of the gonorrhceal infection as well as its duration, severity, 
and complications, as these points will throw mucli light on 
the patient's present condition. If there is a muco-purulent 
or purulent urethral discharge, with swelling and redness of the 
meatus, the patient must be put on appropriate treatment, and 
instrumentation deferred unless imperative, until all of the 
acute inflammatory symptoms have subsided. Inquire into the 
frequency of urination during the day or night; if it is pain- 
ful or causes uneasiness in the region of the prostate ; also, if 
there is any morning discharge or sticking of the lips of the 
meatus. Ascertain if ejaculation is premature or painful, or 
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if nocturnal pollutions are too frequent, or painful, or the 
ejaculate bloody. Ask if there is a dribbling of urine after 
urination, or any change in the character, force, or size of the 
stream. If anything in the patient^s history points to disease 
in the prostate or seminal vesicles, these strictures must be 
palpated by a finger in the rectum, and their expressed secre- 
tions collected at the meatus, or taken from the urine and 
examined microscopically. Have the patient pass his urine 
in a glass cylinder at the time of his visit; this is carefully 
examined for gonorrhoeal shreds, pus, or mucus, as these 
elements, by their presence in the urine, together with a his- 
tory of the case, will give a clear idea as to the extent and 
severity of the urethral or even bladder inflammation. 

Urethral exploration : The following rules should be care- 
fully carried out in making all urethral examinations or 
explorations, no matter what kind of instruments are to be 
employed. Reasonably large, well-lubricated, and warm 
instruments should always be used first, as small and cold 
ones are more apt to irritate the urethra, and thus cause 
spasm, which interferes greatly with further examination. 
If instrumentation causes marked bleeding or much pain, it 
should be stopped immediately, and not be repeated for a 
day or so, appropriate treatment being employed in the 
meantime. 

The patient having urinated in order to wash out any secre- 
tion that may have collected in the urethra, lies down on an 
operating table, with head and shoulders slightly elevated on 
a pillow or cushion ; in this way relaxing the abdominal and 
perineal muscles, and the suspensory ligament, which latter 
runs from the symphysis pubis to the dorsum of the penis. 
The clothing should be drawn down as far as the knees and 
up to the umbilicus, as by so doing the instrument can be 
readily depressed between the thighs as it enters the bladder, 
8— v. D. 
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and at the same time we can note the median line by the 
position of the umbilicus and the linea alba. The glana penis 
and meatus should be carefully wiped off with warm water or 
a little bichloride solution, and the prepuce well retracted, so 
that the penis can be held in the sulcus, which will prevent it 
slipping from the examiner's fingers. 

(Jean, or sterile towels are now placed over the patient's 
clothing to prevent contact with the surgeon's hands or instru- 
ments. 

For examining the urethra for stricture, the best instrument 
to use is the flexible bougie d bouky selecting one that will 
readily enter the meatus. It is washed in soap and warm 
water, dried on absorbent gauze, and lubricated with glycerin 
or lubrichondrin. The penis is held at right angles to the 
body by means of the thumb and index finger of the left 
hand, which grasps it in the sulcus behind the corona. As 
the bougie, held lightly between the right thumb and fore- 
finger, glides slowly and gently down the canal it imparts to 
the examiner an accurate idea of the condition of the urethral 
walls : whether they are inelastic and rigid, soft and pliable, 
or the seat of contraction. 

If preferable, the examination may be made with a steel 
sound, or olivary bougie, but as these instruments are conical 
they are liable to dilate a soft stricture, and not detect it, and 
in this way give the examiner a faulty idea as to the real con- 
dition of the canal. 

Method of passing a sonnd : An instrument is selected that 
enters the meatus with ease ; it is washed in soap and hot 
water, dried on absorbent gauze, lubricated with lubrichon- 
drin or glycerin, and passed slowly and with the utmost care 
and gentleness in the following manner : 

The oj)erator stands on the left side of the patient, holding 
the penis in the coronal sulcus, between the thumb and index 
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finger of the left Iiand; in this way the penis is put on the 
stretch at right angles to, and in the median line of the liody; 
thus effacing tbe first curve of the urethra. The sound is 
held Ughtlji l>etween the thumb and firjit two fingers of the 
right hand, which rests on the median lino of the ahdominal 




wall, and the tip of the instrument is genlly insert«I into the 
meatus. (Fig. 30.) 

The hand, still resting on the alnlominal wall, urges the 
sound gently into the urethra, the penis at the same time 
being drawn upward, so that the surgeon's hands approach 
each other. (Fig. 31.) At this time the tip of the sound 
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ift just entering the bulb. The left hand now drops the 
]icnifl, which i» Hwept slowly downward and at right angles 
to the Ixxly by the sound, whose tip now rests against the 
opening in the triangular ligament, and its convexity in the 
bulb of the urethra. (Fig. 32.) 

In order to reach the pi-onUiiic portion the handle of the 




instrument is gently depressed, it being now held in the left 
hanil. (Fig. 33,) The patient nsnally complains at this 
time of a desire to urinate, owing to the pressure of the 
instrument on the mucous membrane of the prostatic urethra, 
which is extrcuH'ly sensitive, even in health. 

If ihe btaiiiier is to be explored, the handle of the sound is 
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depressed still furtlier between the thighs and pushed gently 
upward, when it will be felt to glide easily into the bladder. 
(Fig. 34.) 

Endoscopic tubes, cystoscopes, stone-searchers, lithotrites, 
evacuating tubes, and ia fact, all instruments used in the 




deep urethra and bladder, are introduced in the same manner 
as alwve described, always remembering to employ the utmost 
care and gentleness, when, as a rule, the instrument will find 
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its way into the deep urethra and bladder, with only a reason- 
able amount of assistance from tlie surgeon. Quick, rough, 
and unskilful instrumentation usually leads to muscular 
spaHm, which in turn means difficult or even impossible 
instrumentation. 

In examining old men the tip of the instrument will some- 
times cateh or hiteh in the bulb, as in these cases it is often 




Soond In prostatic Dietbra. 

in a more or less relaxed and sacculated condition, and is 
easily carried on the tip of the sound for a short distance 
upward and beneath the membranous urethra. This compli- 
cation can be easily obviated by keeping the end of the 
instrument in close contact with the roof of the canal ; which 
point applies equally well to cases of posterior median hyper- 
trophy of the prostate gland. 
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While the sound or bougie is mlill in the urethra much 
informatiou can often be obtained by palpating the canal 
against it, as in this manner thickened patches on the floor 
of the uretbra or strictured areas can be felt. 

If the examining instrnmeat detects a stiicture we should 
then employ a lexible bongie & bonle in order to ascertain its 
exact location and calibre. It is washed in soap aod warm 

Fio. 34. 




water, dried, lubricated with vaseline or lubriehondrin, and 
passed in the same manner as the olivary bongie down to the 
obstniction, the distance down being noted by holding the 
thumb and finger on the shaft of the instrument at the 
meatus; it is then withdrawn, when the distance between the 
finger and thumb and the bulb of the instrument is meas- 
ured, which gives the exact depth of the contraction in 
iDches. Smaller bougies k boule are tried until one finally 



120 STRICTURE OF THE URETHRA. 

passes the obstruction, which, of course, gives its calibre or 
size. 

If the stricture is so light that it will not admit our smallest 
olivary bougie, or bougie k boule, we then employ whalebone 
filiform bougies. 

In passing filiforms it is best to hug the floor of the urethra 
with the penis on the stretch and at right angles to the body, 
so as to avoid the lacuna magna on its roof, in which these 
little instruments sometimes catch. The tip of the instru- 
ment may be left straight, or turned and twisted in various 
ways and shapes, as already shown. The urethra having 
been fully injected (distended) with warm olive oil if so 
desired, a filiform is passed down to the face of the contrac- 
tion, and rotated slowly and carefully until it engages in the 
opening, when we make a diagnosis of filiform stricture ; if 
this does not occur we pass another filiform, and so on, until 
one finally enters the opening in the contraction, when it is 
left in situ and the others removed, or, if this is impossible, 
we speak of it as an impassable stricture ; that is, it may be 
impassable to instruments, and yet the urine can be voided in 
drops or even in a fair-sized stream. 

If the patient has such an abnormally small meatus (16 to 
18 French) that it will not admit bougies or sounds of a sufli- 
cient size to examine the urethra properly, and if it is not 
thought wise to enlarge the meatus at the time by meatotomy, 
then we may employ for exploratory purposes the Otis ure- 
thrometer in the following manner : It is cleansed, lubricated 
with white vaseline or lubrichondrin, gently passed into the 
bulb, and screwed up to about No. 28 or 30 of the Freneli 
scale. As the instrument is slowly and gently withdrawn the 
stenosed areas or spots of thickening are noted, great care 
being taken not to diagnose pliysiological contractions and 
the circular muscular fibres of the urethra as strictures, which 
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mistake can easily be made if the examiner over-expands the 
bulb of the instrument^ or if he is unfamiliar with the anatomy 
of the canal. 

Treatment of Stricture. 

The treatment of urethral stricture depends entirely upon 
its cause, situation, and extent, and whether it be soft and 
yielding, or dense and fibrous in character. As a broad, gen- 
eral rule, however, it may be stated that the best routine 
treatment for the majority of cases of gonorrhoeal stricture is 
gradual dilatation with bougies and sounds combined with 
local urethral applications and internal medication. If these 
methods fail or cannot be employed, we are then compelled to 
resort to one of the cutting operations about to be described. 

Traumatic and congenital strictures, and also those caused by 
the healing of sores about the meatus, do not yield to dilata- 
tion, and must therefore be treated by meatotomy, urethrotomy, 
or perineal section. 

The urine should be carefully examined in order to ascer- 
tain the condition of the kidneys, and at the same time the 
extent and severitv of the urethral and bladder inflammation, 
if these conditions are present. 

If any complications exist they must be treated in the 
manner already given for such affections, and to which the 
reader is referred. Kidney disorders are to be handled on 
general medical and surgical principles. The reaction of the 
urine must be modified either by the administration of acids 
or alkalies, as indicated, and the patient's diet carefully looked 
into and regulated, so that we may render the urine as bland 
and non-irritating as possible. 

Strictures of or near the meatus : Strictures in this situa- 
tion do not yield to dilatation and must therefore be cut 
{meaiotomy). The normal meatus varies from No. 21 to 28 
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French, and should never be interfered with unless absolutely 
necessary, as over-zealous cutting of this part of the canal 
leads to a flat spluttering stream that cannot be thrown any 
distance from the body, and a disagreeable dribbling of urine 
after each act of urination, and also a feeble and unsatisfac- 
tory ejaculation, of which some patients complain bitterly. 
If the meatus is so small that normal urination is interfered 
with, or that proper treatment cannot be applied to the parts 
beyond, then it may be cut up to No. 28 or even 32 of the 
French scale, according to the requirements of each indi- 
vidual case. 

Strictures of the penile urethra: Strictures of the penile 
or pendulous urethra include all of those contractions which 
are situated between the meatus and the junction of the penis 
with the scrotum. If these contractions are soft and yielding, 
gradual dilatation should be tried with filiform or olivary 
bougies or the steel sound. If dilatation causes pain or irri- 
tation, and it is found impracticable, it should be stopped and 
the stricture cut (internal urethrotomy) either with a straight 
blunt bistoury if near enough to the meatus or with a ure- 
throtome if further down the canal. For a description of 
this operation the reader is referred to page 128. 

Strictures beyond the peno-scrotal junction : For strictures 
situated in the bulbous portion of the urethra, or at the 
bulbo-membranous junction, if they are soft or even semi- 
fibrous, we should always try gradual dilatation and local 
urethral medication before resorting to any cutting operation. 
Should dilatation fail, the stricture is then cut by external 
urethrotomy or perineal section. 

Gradual Dilatation. 

By gradual dilatation is meant the gentle passage of filiform 
bougies, olivary bougies, or steel sounds through the stricture, 
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the selection of the dilating instrument depending upon the 
size or calibre of the contraction, which was ascertained and 
noted at the time of examination. Specially constructed in- 
struments, called dilators, should never be used for this pur- 
pose on account of the traumatism they inflict on the delicate 
urethral and periurethral tissues. 

Instruments: If the stricture is under 18 French, we 
then use filiform or olivary bougies, but if 18 French or 
over, steel sounds should be employed. 

Banks' whalebone bougies (Fig. 35) may sometimes be 
of service in beginning the dilatation of filiform strictures, 

Fig. 35. 




Banks' whalebone bougies. 

but as they are quite rigid in the shaft, the surgeon must use 
the greatest care and gentleness, so as not to make false pas- 
sages, or injure the urethral walls. 

Dilatation is performed every fifth or seventh day, depend- 
ing upon the reaction and results obtained ; these can be 
noted by the patient's sensations, and the appearance of the 
urine, which should be examined at each visit. 

The dilating instrument should be warm, well lubricated, 
and passed slowly and gently, and left in the urethra for a 
minute or so, in this manner exerting pressure on the thick- 
ened and infiltrated urethral walls, which in many cases 
resume their normal consistency as the result of the absorp- 
tion of the inflammatory material. 

The size of the bougies or sounds must be increased slowly 
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and guardedly in the following manner : if a stricture takes a 
No. 15 French at the first visit, the surgeon should pass at 
the second visit a No. 15 and 16, and even higher numbers, 
provided they do not cause pain or bleeding ; and so on until 
he has reached No. 28 or 32 of the French scale, according 
to the requirements of the case. 

If the contraction is tortuous or irregular, and involves a 
considerable portion of the bulb, very satisfactory results will 
sometimes be obtained from the use of the Benequ^ steel sound 
(Fig. 36), as by its double curve it exerts more pressure on 
the stenosed and thickened urethral walls. 

Results : By the careful employment of gradual dilatation 
combined with local urethral medication, many cases of even 
filiform stricture may be dilated up to No. 30 French and 
over, as the case requires, and kept so for the remainder of 
the patient's life, provided he will have a sound passed a few 
times during the year. 

Medication, diet, etc. : While the stricture is being dilated, 
the urine must be kept bland by a carefully regulated diet, 
and if necessary the internal administration of alkaline mixt- 
ures, or bicarbonate of soda and vichy water taken frequently 
during the day. Alcohol in all forms must be prohibited, or 
used in great modemtion, and sexual relations refrained from 
if followed by irritation. 

Complications : If the surgeon is too hasty, rough, unskil- 
ful, or uncleanly in his urethral manipulations, he may cause 
such complications as urethritis, urethro-cystitis, prostatitis, 
abscess of the prostate, false passages, laceration of the ure- 
thra with urinary extravasation, urethral chills and fever, or 
retention of urine from swelling of the urethral mucous 
membrane and spasm of the compressor muscle. 

If, after a fair trial, gradual dilatation foils, we shall then 
have to resort to urethrotomy, either external, internal, or a 
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Fig. 36. 



Fig. 37. 



Benequ^ steel sound. 



Gouley's tunnelled sound and guide. 



combination of both, depending on the seat and extent of the^ 
strictured area. 
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Continuous Dilatation. 

By continuous dilatation is meant the retention in the 
urethra for several hours of the bougie or filiform that has 
been passed through the stricture (Fig. 53, page 147). As a 
result of the long-continued pressure of the retained instru- 
ment some strictures yield sufficiently to allow of the volun- 
tary passage of urine, and also larger dilating instruments. 
It is a useful method in certain selected cases of tight, but 
soft and yielding stricture. 

Rapid Dilatation. 

If the stricture will only admit a filiform bougie it 
may be left in place and used as a guide for a small tun- 
nelleil sound (Fig. 37), which consists of a grooved, conical 
steel sound, the groove terminating in a canal or tunnel 
at its vesical extremity, through which the filiform guide 
passes. These sounds should run from about No. 6 to 18 
French, inclusive, and must be well made, so that the edges 
of the tunnel will not cut the filiform bougie, which should 
pass easily through it. The sound is passed over the filiform 
guide and through the stricture, which can in this manner be 
dilated through several sizes at one sitting, provided it is soft 
and yielding, the subsequent dilatation being carried out with 
bougies and sounds. 

This method of rapid dilatation is in reality a form of di- 
vulsion, and is attended with more or less risk, even in the 
most skilful hands, and is therefore not to be employed ex- 
cept in an emergency, and unless tlie patient can remain in 
bed, with proper constitutional and local treatment. 

Divulsion. 

The treatment of stricture of the urethra by divulsion or 
rupture with specially constructed instruments (divuhors) is 
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dangerous, inexact, and rough, as compared with gradual dilata- 
tion and the various forms of urethrotomy, and should therefore 
never be employed. 

Electrolysis. 

As electrolysis is only of questionable service in strictures 
of the " soft " variety, it is merely mentioned to be condemned, 
as in this variety most brilliant results are obtained by gradual 
dilatation, and instillations of silver nitrate. It has no eflTect 
whatsoever upon fibrous or innodular strictures, which demand 
free incision, either from within or without, depending upon 
their situation in the canal. 

Urethrectomy. 

By nrethrectomy is meant either the partial or complete 
excision of all of the stricture-tissue at the time of the external 
urethrotomy or perineal section, and the building up of a new 
urethra, sutured about a retained soft-rubber catheter or tube. 

Indications: This method, if employed at all^ should be 
reserved for those rare and exceptional cases of traumatic 
stricture that do not yield to a thorough external urethrotomy 
or perineal section. 

Meatotomy. 

Method: The patient urinates in order to flush out the canal 
and lies on his back ; the external genitals are cleansed, as is 
also the urethra by irrigations of warm boric-acid solution, 
and the parts surrounded with sterile towels. Local anaesthesia 
may be caused by injecting a little 4 per cent, cocaine solu- 
tion, which produces its full eifect in about ten minutes. The 
prepuce is retracted and the penis grasped in the sulcus behind 
the corona; then, with a straight, blunt bistoury, the meatus 
is slowly incised downward on its fl(K)r and directly in the 
median line up to about No. 28 to 30 of the French scale. 

Contractions just beyond are dealt with in the same manner, 
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except that a little cutting may have to be done in the median 
line of the roof of the urethra ; this fact having been ascer- 
tained at the time of the first examination. 

A full-size steel sound is then passed through the meatus to 
see that all is clear, and repeated daily to prevent contraction 
of the little wound. 

If bleeding occurs it can be readily controlled by pressure 
and a light gauze dressing. 

Internal Urethrotomy. 

This operation consists of the division of the stricture 
within the urethra, the incision being made on the roof of 
the canal and directly in the median line, either from before 
backward, or from behind forward, depending upon the kind 
of urethrotome employed, thus producing a linear wound. 
When the operation is properly performed there will be little 
or no danger of wounding either of the corpora cavernosa, as 
the cut is situated below and between them, in the base of 
the septum pectiniforme. 

Indications : As a broad, general rule, internal urethrotomy 
should be limited to undilatable strictures situated in the 
pendulous urethra and not further down the canal than the 
peno-scrotal junction, unless it is combined with external 
urethrotomy for the purpose of properly draining the bulb. 

Instruments for Internal Urethrotomy: Instruments for 
this purpose are called urethrotomes, of which there are many 
forms and varieties. The surgeon should always have two or 
three of these instruments, as no single one is adapted to all 
cases. If the stricture is near the meatus it may be nicely cut 
with a straight, blunt bistoury, or a Gouley's beaked knife. 

Maisonneuve^s urethrotome (Fig. 38) consists of a small 
grooved shaft with a short curve. The groove carries the 
blade, and is situated on the upper surface of the staff, stopping 
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staff has a screw tip, to which may be attached a filiform guide ; 
or it may have a tunnelled, or a solid tip. The blade, fastened 
to a long stylet, is triangular in shape, sharp in front and be- 
hind, but blunt at its apex, so as not to cut the healthy urethra. 

The instrument is used as follows : the staff, with its solid 
tip, is passed into the bladder and held firmly in the median 
line of the penis, which is pulled forward on the stretch ; the 
blade is then slipped into the groove and pushed down, cutting 
the contractions before it; it is then withdrawn, the penis 
and staff being held in exactly the same position. 

If the staff cannot be introduced alone, it can be screwed 
to the filiform, which it will follow ; or it may be passed over 
a long whalebone filiform bougie threaded through the eye in 
the tunnelled tip. 

The Maisonneuve-Fluhrer urethrotome (Fig. 39) consists of 
a straight No. 12 French grooved staff, the groove for the 
knife being situated on the upper surface of the instrument 
and terminating in a tunnelled tip, which is slightly curved 
upward. The blade is like the Maisonneuve and cuts to about 
No. 24 French. A whalebone filiform bougie is passed into 
the bladder and its end slipped through the tunnelled urethro- 
tome, which is introduced over it through the stricture. The 
penis is held on the stretch in the median line, the knife pushed 
down the groove, and the stricture cut from before backward. 

The Otis urethrotome (Fig. 40) is a dilating and cutting 
instrument combined. It consists of two steel shafts, which, 
when closed, are about No. 16 French ; these shafts are con- 
nected by short bars like a parallel ruler, which can be opened 
or closed by means of a screw at the handle of the instrument, 
which at the same time indicates on a little index the calibre 
to which they are opened. The blade running in a groove 
in the upper bar becomes concealed in a slot when it reaches 
its extremitv. 
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The instrument, with blade concealed in its tip, is passed 
just beyond the stricture and gently and slowly dilated until 
the stricture feels slightly tense, when the 
blade is drawn out, cutting through the ^'"*- ^■ 
stricture on the roof of the canal and exactly 
in the median line, and fntm behind forward. 
The blade is then pushed back and concealed, 
the shafts approximated, and the instrument 
withdrawn. 

This urethrotome is a most serviceable 
instrument, provided the urethra is not over- 
dilated and unnecessarily incised. 

Preparation of the patient: Internal ure- 
thn)tomy having been decided on, the urine 
must be examined in order to ascertain the 
condition of the kindeys and wliether the 
bladder or urethra is the seat of inflam- 
mation. If diseased conditions exist they 
must be treated on the lines already laid 
down. The patient is kept very quiet in the 
house for twenty-four hours before the oper- 
ation and his general condition carefully 
attended to in every detail. Coffee, and 
alcoht)l in all forms, must be stopped or 
employed in the greatest n)odcnition, and the ^ 
urine rendered bland by a light, nutritious, J 
and nOD-irritating diet, and proper internal * 
medication, as indicated. Tliere is no better 
tonic than strychnine and quinine given 
in quite full do.ses before and after these 
operations. The bowels should be freely 
opened before the operation and kept so 
afterward. If the kidneys will not allow of ether, the 
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urethra may be anaesthetized with a little four per cent, 
cocaine solution. 

The operation : The patient having urinated, is etherized, 
the pubes and genitals are shaved and rendered surgically 
clean in the usual way, and the operative field surrounded 
with sterile towels. If possible, the urethra and bladder are 
thoroughly irrigated with warm boric-acid solution by means 
of a large hand-syringe and catheter, and the cutting per- 
formed either with a straight blunt bistoury if near enough 
to the meatus or with a urethrotome if further down the 
canal. 

The incision with the bistoury is made directly in the 
median line and on the roof of the urethra. A No. 28 to 30 
French steel sound is theu passed, and the divided contraction 
kept open by passing sounds every few days until the wound 
is healed, when the intervals between instrumentation can be 
made much longer. 

If the stricture is any distance from the meatus, it should 
be divided with one of the urethrotomes just described, and 
one with which the surgeon is most familiar, and which in his 
judgment is most suitable to the case. As a broad, general 
rule, it is safe to say that the Maisonneuve and Fluhrer-Maison- 
neuve urethrotomes are the best instruments for strictures of 
small calibre, while the Otis instrument is serviceable for the 
larger ones. 

The stricture having been cut, the urethrotome is taken out 
and a full-size bougie ^ boule, or steel sound, properly cleaned 
and lubricated, should be passed, to see that no bands or con- 
strictions are left, after which the urethra and bladder are 
again irrigated with warm boric-acid solution, several ounces 
of which are left in the bladder with the idea of diluting the 
urine and rendering it less irritating as it is voided over the 
wound in the urethral wall. 
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The operation being completed an opium suppository is 
placed in the rectum, and the patient put to bed, with a light 
sterile gauze dressing around the penis. 

The stricture having been cut up to No. 28 or 30 French 
is kept open by dilatation, which with urethral and possibly 
vesical irrigation is begun on about the second day after the 
operation, and continued as already described. 

If internal urethrotomy is performed in this conservative 
manner we will not have such unnecessary complications as 
severe hemorrhage, urethral chills and fever, permanent cur- 
vature of the penis, etc. In this operation, no matter what 
instrument is employed, it should always be held firmly in the 
median line, and the penis pulled out over it, and put well on 
the stretch by an assistant, so that the incision will be as 
nearly as possible in the median line of the roof, thus avoid- 
ing injury of the corpora cavernosa, with subsequent and 
sometimes profuse hemorrhage. 

External Urethrotomy. 

Indications : For strictures situated in the bulbous, the 
bulbo-membranous, or membranous portion, we should per- 
form either a combination of internal and external urethrot- 
omy, or external urethrotomy or perineal section alone ; the 
object of the external cut being to drain the bladder and also 
the bulb through the perineum, and in this manner prevent 
the accumulation and absorption of any irritating or infectious 
secretion that might occur. 

The following perineal operations are for bladder-drainage 
and for the relief of strictures of the bulbous, the bulbo- 
membranous, and membranous portions. The preparation of 
the patient and the instruments for all of these operations is 
the same, and to prevent repetition will be described here, and 
not with each special operation. 
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Preparation of the patient : The condition of the kidneys 
is carefully looked into, and if disease exists it must be treated 
on the usual medi(;al or sui^ical lines. The patient is kept 
very quiet at home for a day or so before the oi*eration, and 
his general health is put in as good condition as possible by a 
light, nourisliing diet and tonic^s, such as strychnine and 
quinine. Alcohol and coffee must be stopped or taken in 




great moderation, and the urine rendered bland and non- 
irritating by the administration of adds or alkalies accoi-ding 
to its reaction, which should be kept faintly acid. If neutral 
or alkaline in reactitm we should employ urotropin or boric 
acid in full doses ; if, on the other hand, it is too acid, then 
tJie citrate, acetate, or bicarbonate of potash will produce the 
desired condition. The liberal use of any pure water is also 
advisable before these operations. 
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If possible, the bladder and urethra should be irrigated 
daily with warm boric-acid or salt solution or a mild solution 
of nitrate of silver for several days before the operation. 

The bowels should be freely moved with calomel the day 
prior to the operation, just before which the rectum is cleansed 
with a hot saline enema. 

The patient, being etherized, is placed in the lithotomy 
position on the extreme end of the table, on which is an 
inflated rubber pad (Fig. 41) wdiich catches all of the blood, 
urine, and solutions, and drains them into a pail at the foot 

Fig. 42. 




of the table. The patient must be in a good light, and held 
there flat on his back and exactly in the median line by 
assistants or appropriate apparatus (Figs. 42 and 43). 

The symphysis, scrotum, and perineum are shaved and 
rendered surgically clean in the usual manner, as are also the 
penis and preputial cavity, and the operative field surrounded 
with sterile towels. 

The urethra and, if possible, the bladder are flushed out 
with warm boric-acid solution by means of a catheter and 
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hand-syringe or irrigator; if the bladder can be entered, it 
should be left partially filled with the solution. 

All metal instrnmcnts must be sterilized and placed in trays 
of hot boiled water; the soft ones are carefully washed in 
soap and hut water, and laid in sterilized gauze. 

FiQ. 43. 




The surgeon prepares himself as he would for any major 
operation, and sits on a stool facing the perineum and with 
his back to the light. 

Extei-nal Urethrotomy for Bladder-Drainage. 

Indications : This operation is performed for perineal blad- 
der-drainage in cases tluit are not complicated by stricture. 

Uethod: A full-sized tunnelled sound (Fig. 37) is passed 
to the bladder as a guide to cut upon, and held exactly 
in the median line by an assistant, who also retracts the 
scrotum and bulges out the perineum by pressing the con- 
vexity of the instrument downward and forward. An incis- 
ion about two inches in length is then made in the median 
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line of tliii perineum down to tlie groove on the convex side 
of the tiinDelled sound, and tbe urethra opened by a single 
cutj through which the index fiuger may be passed to explore 
the bladder, and if so desired, to dilate the prostatic urethra. 
A perineal tube of about No. 30 to 35 French (Fig. 44) is 
passed into tlie bladder and held there by means of a silk 
suture, which, being passed through both edgea of tbe wound 
and the tube, is securely tied. The bladder is irrigated with 
warm boric-aeid or salt sottition, which is thrown in by means 
of a hand-fiyringe or irrigator through the perineal drain, 
which, when the bladder is partially filled with warm solution, 
should be clamped, to retain a few ounces of fluid in the 
bladder until drainage is establishetl. Bleetling points are 
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caught and ligatcd, the wound packed with sterile gauze, an 
opium supjxisitory administered, and the dressing held in 
place by a firm T-bandage, When the |iatient is put to bed 
the clamp is taken ofF and the perineal tube is attached to a 
piece of rubber tubing by means of a glass coupler through 
which we can see whether the bladder is draining pniperly or 
not. The tubing terminates in a bottle under the bed, which 
is one-quarter filled with 1 : 1000 bichloride solution ; this 
keeps the urine sweet which runs into it and prevents the 
entrance of air into the bladder. If the tube fails to drain, 
it may be due to the pining of the eyes with clots, which 
can be dislodged by injecting the tube with boracic-acid solu- 
tion by means of a large hand-syringe. The perineal tnbe is 
left in place for a variable length of time, according to the 
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results obtained, but must be taken out every few days and 
cleansed to prevent the deposit and accumulation of urinary 
salts upon and within its interior. During this time the 
bladder and urethra can be treated by irrigations and internal 
medication. When the tube is removed permanently the 
patient is allowed to be up and about, the perineal wound 
receiving special attention to promote its rapid healing. 

External Urethrotomy, Gouley^s Operation, 

Method : The patient being prepared for operation as 
already described, a whalebone filiform bougie is passed 
through the stricture into the bladder. 

A good-sized tunnelled sound is then passed over the fili- 
form to the anterior face of the stricture and held there 
exactly in the median line by an assistant, who, pressing the 
instrument downward, renders the perineum tense and at the 
same time retracts the scrotum, thus exposing the operative 

field. 

Fig. 4.5. 



Amott's grooved probe. 

The operator then cuts down c»n the groove on the convex 
surface of the sound, being careful not to cut the filiform 
guide. The urethra is opened by a single clean incision, 
which thus exposes the sound and the filiform bougie lying 
in its groove. 

The sound is now withdraum and the filiform drawn down 
through the penis, and out of the perineal wound, its distal end 
remaining in the bladder through the opening in the stricture. 

An Arnott's grooved probe (Fig. 45) is now passed into 
the bladder by the side of the retained filiform, which is then 
removed. 
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The probe being firmly held in the median line, with its 
groove directed upward, a beaked bistoury (Fig. 46) is passed 
in its groove, and the stricture cut on the roof of the urethra ; 
the bistoury is then withdrawn, the probe inverted so that its 
groove looks downward, and the stricture incised on the floor 
of the urethra in the same manner as on the roof. 

Fig. 46. 




Gouley's beaked bistoury. 

A gorget or the index finger (Fig. 47) is now passed through 
the thoroughly divided stricture into the bladder, from which 
the urine flows. 

A full-sized sound is then passed through the meatus into 
the bladder to see that all is clear, and the perineal tube is 
introduced over the gorget, which is then taken out. 

Fig. 47. 




Teale's gorget. 

The subsequent steps in regard to drainage, dressing, irriga- 
tion, etc., are precisely the same as those already described on 
page 137, except that the tube is removed permanently on the 
fourth to the fifth day, and full-sized sounds passed into the 
bladder every other day until the perineal wound is cicatrized, 
when the intervals are made much longer. 

The deep urethra and bladder should always be explored 
by the index finger, as in these cases small calculi are some- 
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times found in the prostatic urethra or bladder; besides which 
the finger passed into tlie bladder dilates tlie prostatic ure- 
thra, wliich is usually contracted in these cases, thus prevent- 
ing in a great measure post-operative tenesmus, and detects 
any stricture-tissue that has not been properly divided on the 
roof of the canal. 

External Urethrotomy, Wheelhouse^s Operation, 

Indications : This operation is employed in cases that will 
not admit of the passage of any instrument through the 
stricture. 

Method : The patient is prepared and placed on the oper- 
ating table as above described, and a last attempt made to 
enter the bladder under general anaesthesia. 

This failing, a straight metal staif (Fig. 48) is passed down 
to the anterior face of the stricture, with its groove toward 



Fig. 48. 



Wheelhouse staff. 




the perineum, and held there by an assistant, who at the same 
time retracts the scrotum. 

The operator cuts down on the staff through the perineum, 
opening the urethra on the groove of the instrument/us^ in 
front of the stricture ; the cut edges of the urethral wound 
are retracted by long silk ligatures passed through them. 

The .s^q^ is now? wtthdravm until its extremity appears in 
the wound ; when it is turned around so that its groove looks 
toward the pnbes, and the bulbous point is hooked under the 
upper angle of the urethral wound, which it retracts upward. 
The operator now has a clear view of the anterior face of the 
stricture. This is carefully examined for its opening by 
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means of a whalebone filiform or Arnott's grooved director, 
which is passed through it into the bladder. 

The stricture is divided with Gouley's beaked bistoury on 
the director as described in Gouley^s operation, and the index 
finger is passed to the bladder, for dilatation of the prostatic 
urethra, exploration of the bladder, and to ascertain if all of 
the stricture-tissue has been completely divided. A full-size 
sound is now passed from the meatus to the bladder to see 
that no contraction has been left. 

The drainage, dressing, irrigation, and post-operative dila- 
tation are the same as in the perineal operations above detailed. 

If the opening in the stricture cannot be found, the surgeon 
will then have to complete the operation without a guide, 
cutting through the stricture slowly and carefully in the 
median line, with perhaps the index finger of the left hand in 
the rectum, which, pressing up against the membranous ure- 
thra, keeps the operator informed as to the proximity of the 
rectum and the position of the apex of the prostate gland, 
both of which are valuable landmarks. 

This part of the operation will be much simplified by keep- 
ing the operative field thoroughly sponged, and the urethral 
wound well retracted, so that the surgeon can see the progress 
he makes. The mucous membrane of the roof of the urethra 
is also a serviceable guide, as it can be plainly seen and felt. 

External Urethrotomy. Syme^s Operation. 

This operation is practically the same as Gouley's, except 
that the cutting is done on a Sym^s grooved staff, the fine end 
of which is passed through the stricture into the bladder 
(Fig. 49). 

The tip of the staiF is so sharp and pointed that even in 
the most skilful hands it is at best a dangerous instrument, 
and should, therefore, never be employed nowadays when 
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Fig. 49. 




Syme's staff. 

we have whalebone filiform guides and tunnelled sounds at 
our command. 

Perineal Section . Cock^s Operation, 

Indications : This operation, also known as external ure- 
throtomy without a guide, is performed in those exceptional 
cases which will not admit of the passage of any instrument 
through the anterior urethra. It is, therefore, done without a 
guide, and should not be undertaken unless the surgeon is 
thoroughly familiar with this class of perineal operations and 
the clinical anatomy of these parts ; it is at best a very diffi- 
cult, and oftentimes tedious procedure. 

The usual preparations for perineal operations having been 
made, the surgeon makes a last attempt to pass a filiform 
guide under ether, which, if accomplished, converts the diffi- 
cult perineal section into a simple external urethrotomy. 

This attempt having failed, the steps in the operation are 
as follows : the index finger of the left hand is introduced 
into the rectum, and its tip kept in contact with the apex 
of the prostate gland. A long, narrow knife is then thrust 
into the median line of the perineum, about an inch above 
the anus, and carried toward the finger in the rectum, in the 
endeavor to open the urethra just at the apex of the prostate ; 
or the operator can cut down to the urethra by careful dissec- 
tion, as in an ordinary external urethrotomy. 

The urethra having been found and opevied, a probe-pointed 
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director or gorget is now passed through the perineal wound 
into the bladder, which should be explored by the right index 
finger, and all of the stricture-tissue thoroughly divided, not 
only on the floor, but also on the roof of the canal. 

The drainage and the subsequent treatment are precisely 
the same as described in the other perineal operations. 

The anterior stricture or strictures may be removed by 

immediate internal urethrotomy, or post-operative dilatation 

as indicated. 

Retrograde Catheterization, 

General definition : If it is impossible, as it very rarely 
should be, to find the urethra and to enter the bladder by the 
perineal route, then, the case urgently demanding it, the 
surgeon may perform suprapubic cystotomy, and, guided by 
the index finger in the bladder, pass a woven catheter or 
bougie through the small suprapubic incision into the vesical 
orifice of the urethra, down through its prostatic portion, and 
out into the perineal wound, thus locating the proximal end 
of the canal. 

Indications: This method may be employed in some 
old and neglected cases of stricture, in which the urethra is 
converted into a fibrous cord, the urine escaping by fistulous 
tracts which open on the scrotum, buttocks, abdomen, or 
thighs ; also, in cases of extensive laceration or rupture of the 
urethra, caused by severe blows, or falls on the perineum, 
either with or without fracture of the pelvis. 

In these traumatic cases the tissues are sometimes so lacer- 
ated and filled with blood-clots that it may be very difficult 
to find the proximal end of the urethra. This must always 
be done in order to drain the bladder, and, if so desired, to 
approximate with fine gut or silk sutures the ends of the 
injured canal, through which a soft-rubber catheter is passed 
to the bladder and retained there until the urethral wounds 
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have cicatrized. This will in a great measure prevent the 
formation of traumatic stricture. 

The urethra may, however, be left to granulate, and the 
bladder drained, and the case treated as above described under 
external urethrotomy for stricture; the choice of procedure 
resting entirely with the operator. 

BETENTION OF URINE. 

Causation : Retention of urine may occur during the course 
of acute gonorrhoea from spasm of the compressor urethrae 
muscle, caused by the intense inflammation in the bulb, pros- 
tate, or prostatic urethra. It may also be due to occlusion of 
the canal from a gonorrhoeal abscess of the prostate, or of 
Cowper^s gland. After rupture or evacuation of the abscess 
there is free and spontaneous urination. Retention is also a 
frequent complication of stricture of the urethra, the mucous 
membrane covering \vhich becomes suddenly swollen and con- 
gested from alcoholic and sexual excesses, unskilful and over- 
zealous instrumentation, catching cold, bodily fatigue, irritat- 
ing urine, etc. Retention of urine is of frequent occurrence 
after surgical operations on the perineum, genitals, rectum, or 
anus, being due to spasm of the compressor urethrae muscle. 
In cases of prostatic hypertrophy, retention frequently follows 
mild excesses in eating and drinking, sexual excitement, 
exposure to cold, or over-exertion, or, in fact, anything that 
tends to congest the mucous membrane of the prostatic 
urethra and the prostate itself. These cases may be associated 
with compressor spasm caused by the prostatic irritation. 

Effects on mucous membrane : As a result of acute urinary 
retention, there is at first a mild congestion of the bladder 
mucous membrane, which condition, if not relieved, is soon 
followed by intense congestion of the entire urinary tract, 
thus rendering it ripe for infection, should micro-organisms 



RETENTION OF URINE, 



145 



be introduced on catheters, aspirating-needles, or examining 
instruments. Therefore when treating these cases, the surgeon 
should avoid traumatism of the congested mucous membrane, 
by careful and gentle instrumentation, and be absolutely clean 
as to his hands, the lubricant, his instrument-, and the external 
genital organs of his patient. 

Treatment : If retention occurs during the course of an 
acute gonorrhcea the patient should be put in a hot sitz-bath, 
and given a little opium internally, or a hypodermic of mor- 
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Straight blunt woven-silk catheter. 
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phine, provided the bladder is not too much distended, which 
can be readily ascertained by percussion and palpation. 
Hot water or hot saline solution may also be injected into ithe 
rectum while the patient is in the bath. If these means fail 
to relieve the spasm and congestion in and about the uretjira, 
the patient must be catheterized with a medium-sized, soft- 
rubber catheter. Should a more rigid instrument be required, 

Fig. 61. 




straight olivary-pointed woven-silk catheter. 

we may then use either straight blunt or olivary-pointed silk 
catheters (Figs. 50 and 51), which instruments, although 
firm, are very flexible and readily adapt themselves to the 
urethral curves. The glans and meatus are washed with 
1 : 1000 bichloride solution, and a clean catheter, lubricated 
with sterile glycerin or lubrichondrin, is passed slowly and 
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Fig. 52. 



English gyim cathe 
ter with stylet. 



gently down to and, if possible, beyond the 
obstruction, the urethra being gently irri- 
gated, if so desired, with warm boric-acid or 
salt solution as the catheter glides slowly 
down the canal. When the bladder has 
been emptied a few ounces of the warm 
medicated solution should be left in. 

When retention is caused by stricture of 
the ureOira we may first try the hot bath, hot 
rectal injections, and opium (unless the blad- 
der is very greatly distended), which in some 
cases are successful ; if they fail, however, 
we then resort to gentle and sterile catheteri- 
zation, using any of the instruments above 
described for this purpose, or a small English 
gum catheter with stylet (Fig. 52), about 
No. 6 of the French scale, which with its 
stylet can be bent in any fashion. If we are 
still unmiccesHful in reaching the bladder the 
urethra is then injected full of warm sterile 
olive oil, which is retained by compressing 
the meatus, and several filiform bougies are 
passed successively down to the face of the 
stricture, the penis being held on the stretch 
and at right angles to the body. Each fili- 
form is tried in turn, until one finally passes 
the stricture and enters the bladder ; this one 
is alwavs left in and the others removed. 
The filiform that has entered the bladder can 
be retained by tying it in with a [)iece of 
strong waxed thread or silk (Fig. 53), 
which is first tied securelv about the filiform 
as it emerges from the meatus (-4), then 
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knotted about an inch from this point (5), and the two long 
ends brought around in the sulcus behind the corona, and tied 
in a bow knot on the dorsum ((7); if the penis becomes 
erect the knot can be loosened. In a short time, as a result 
of this continuous dilatation, the urine may begin to dribble 

Fig. 53. 
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Filiform bougie tied in the urethra. 

out along the side of the retained filiform, but this is not 
always the case. Using tim filiform (is a guide, we may pass 
either a tunnelled catheter (Fig. 54) over it and draw some 
of the urine, or several sizes of tunnelled sounds, and in 
this manner dilate the stricture rapidly. If deemed advis- 
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Gouley's tunnelled catheter and guide. 



able ai. this time, the surgeon should perform external or 
internal urethrotomy, or a combination of both, depending 
on the site of the stricture and the requirements of the case, 
using the "filiform as a guide, and in this manner relieving 
the retention and cutting the stricture at one sitting. 
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If it is found impossible to pass any instrument through the 
stricture a watery solution of suprarenal extract may be in- 
jected into the urethra, the solution causing a blanching and 
shrinking of swollen mucous membrane, which sometimes 
allows the subsequent passage of a filiform guide. 

If this plan also fails, and the case demands it, we then 
resort to suprapubic aspiration of the bladder, passing the 
needle through the space of Retzius and anterior bladder 
wall, which, fortunately, is not covered by peritoneum when 
that viscus is distended with urine. 

Aspiration is performed as follows : The patient is placed 
on his back and the operative field shaved and rendered sur- 
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Aspirator. 

gically clean, and surrounded with sterile towels ; a few drops 
of a four per cent, solution of cocaine are then injected 
beneath the skin, directly in the median line and just above 
the symphysis ; the integument over this spot is incised for 
about a quarter of an inch, and a sterilized aspirating-needle 
thrust downward through the little incision into the bladder 
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and part of the urine drawn, after which a little warm boric- 
acid solution should be thrown into the bladder through the 
needle, so as not to relieve the pressure too suddenly, by 
completely emptying that viscus. The aspirating-needle is 
then removed, and the little puncture dusted with iodoform 
and covered with collodion or rubber plaster. Fig. 55 shows 
a very good and compact form of aspirator, which can be 
attached to any ordinary glass bottle by means of the rubber 
stopper shown in the figure. 

If the retention is due to prostatic hypertrophy and the 
patient is not in too much distress, or the bladder over- 
distended, we should first try heat and a little opium, as 

Fig. 56. 




Curved olivary-pointed wovensllk catheter. 

already described, especially if it is the first attack the patient 
has ever had, as in such cases the urine is usually clear, instru- 
ments never having been passed, and infection is, therefore, 
very liable to occur from trauriiatism of the congested pros- 
tatic urethra and bladder base. These means failing, we may 
then resort to catheterization in the following manner : The 
penis having been surrounded with sterile towels, the sur- 
geon's hands, the meatus, and the glans are rendered surgically 
clean, and clean catheters, covered with sterile lubricants, are 
passed slowly, gently, and skilfully, so as not to cause the 
slightest contusion or abrasion of the urethral mucous mem- 
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brane, especially its congested prostatic portion ; we may use 
soft-rubber catheters, either straight or elbowed (coude), or 
curved, olivary-pointed, woven-silk catheters (Fig. 56), or 



Fig. 57. 




Mercier coud6 catheters. 



the Mercier coude or bicoud6 catheter made of woven silk. 
(Figs. 57 and 58.) The angle in these instruments enables 
them to ride over the bar or posterior median enlargement of 



Fig. 58. 




Mercier bicoud6 catheter. 



the prostate, which is situated on the floor of the vesical orifice 
of the urethra. The small English catheter Avith stylet is some- 
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times serviceable in these cases, as is al<o a prostatic guide 
(Fig. 59), over which is drawn a small, soft-rubber catheter. 
It is always best in these cases to try the soft-rubber instru- 



FiG. 59. 



gfibLfi 



^E^ 



G:Tve.»*«>*»*^.w. 




Otis prostatic guide. 



ments first, as they are less liable to produce traumatism, which 
is the first step toward bladder-infection with its train of dis- 
tressing and dangerous sequelae. If the bladder cannot be 



Fig. 60. 




Silver catheter. 



entered with any of the above instruments, then an ordinary 
silver catheter (Fig. 60) or one with prostatic curve (Fig. 61) 
may be employed in certain selected cases, the surgeon always 



Fig. 61. 




JQ. 



^JJ--7SHH;pFARRekC0. 

Silver catheter with prostatic curve. 



bearing in mind the traumatism that this rigid and unyielding 
instrument is liable to produce even in trained hands. If 
catheterization is impossible, the patient must be aspirated 
above the pubes as already described. 
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In all cases of retention of urine, but especially in those 
due to hypertrophy of the prostate gland and old and tight 
urethral stricture, great care should be taken never to draw 
all of the urine, as the sudden and complete evacuation of 
the bladder, especially in prostatics, is very liable to be fol- 
lowed by severe shock and suppression, or by brisk hemor- 
rhage in the kidneys, bladder, or both. If by some mistake 
the bladder has been completely emptied, then several ounces 
of a warm, sterile, boric-acid or salt solution should be thrown 
into the bladder through the catheter or aspi rating-needle 
and left there. As the urine is slowly withdrawn it must 
be partially replaced by a warm, sterile, and non-irritating 
solution. 

In any case of retention, no matter what the e^use may be, 
all instrumentation of the urethra should cease as soon as there 
is much bleeding from the meatus, as this shows that the 
mucous membrane has been damaged and false passages 
probably produced ; catheterization at this time is futile, and 
should therefore be abandoned for the hot bath, aspiration, 
and rest in the recumbent position. 

URINARY FEVER. 

Urinary fever, also known as catheter fever, urethral fever, 
urinary poisoning, and urinary infection, may follow any of 
the various operations or instrumental procedures on the 
urethra and bladder, especially in those cases in which the 
mucous membrane is lacerated, the urine septic, and the 
kidneys damaged. 

Patients are occasionally met with in whom the easy and 
gentle passage of clean urethral instruments is followed by 
pallor, faintness, and even complete loss of consciousness ; 
this is merely a reflex nervous phenomenon which is in no 
way connected with true urethml infection. 
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Varieties : There are two main varieties of urethral fever, 
as follows : 

In the first variety there is a slight rise in temperature, 
coming on after urethral operation or instrumentation, and 
preceded or accompanied by chilly sensations or a decided 
chill. Tliese patients feel hot, uncomfortable, and restless for 
a short time, after which they are perfectly well. 

The second vainety is more severe; the chill is sudden, 
well marked, and prolonged, followed by a rise in temperature 
(sometimes as high as 105° F. or over), profuse sweating, and 
general depression of the vital forces. This severe form may 
recur with each attempt at urethral instrumentation, and is 
usually accompanied by partial or even total suppression of 
urine. These patients are in a critical condition, as their 
kidneys are, as a rule, more or less diseased. 

Etiology : In regard to the etiology of urinary fever, posi- 
tive statements cannot be made, except that it is more apt 
to occur and to be more severe in patients with damaged 
kidneys, a septic condition of the urine, and lesions of the 
bladder or urethral mucous membrane ; in the severer cases 
we find the bacterium coli commune, which seems to be the 
principal factor in this peculiar form of urinary infection ; 
its origin is as yet uncertain, the theory being that it comes 
either from the tissues, the urine, or both. 

Prophylaxis : In order to guard against urethral fever we 
must be absolutely aseptic in all of our operative procedures 
and instrumental examinations on the gen i to-urinary tract, 
and endeavor not to produce lacerations or abrasions of the 
bladder or urethral mucous membrane by over-zealous and 
rough instrumentation. 

Treatment: The patient is kept in bed and the bowels 
freelv moved with calomel in liberal dose. Alcohol baths 
and antipyretics will add to the patient's comfort, as may 
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also a little codeine or morphine. Cardiac stimulants and 
tonics, sucli as quinine and strychnine, are administered if 
indicated, and should there be any sign of suppression of 
urine we must immediately order cups over the kidneys and 
hot-air baths, with diuretin, tincture of digitalis, sweet spirits 
of nitre, and copious and frequent draughts of water. Hot 
normal salt solution is of great service in some of these cases, 
and may be administered either by infusion into the median 
bacilic vein, subcutaneously witli a small aspirating-needle, 
or injected into the rectum. If there are any operative 
wounds of the urethra, they must be kept clean by irrigation 
with sterile boric-acid or salt solution, and the urine drawn 
with sterile catheters, or the bladder drained by the perineum 
as in external urethrotomy. Boric acid, benzoate of soda, 
urotropin, or cystogen, given internally and in full dose, have 
marked effect on the urine, and should therefore be employed. 

URETHRAL INSTRUMENTS. 

Their Care and Use. 

Many of the present methods advocated for sterilizing ure- 
thral instruments are so elaborate, lengthy, and complicated 
as to be impracticable for the general practitioner, and the 
patient as well, and for this reason their technique is omitted 
in the following pages, and a description of simpler and more 
practical methods given, which, if carefully carried out in all 
of their details, will not be found wanting in any way. 

Should the surgeon wish to sterilize his instruments by 
means of formol, or formalin, and trioxymethyelene, or 
paraform, he can readily do so, provided he has specially con- 
structed sterilizers in which the gases or vapors are generated ; 
suclr apparatus is not absolutely necessary, however, as prac- 
tically all of the modern instruments can be boiled if so 
desired. 
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It must be remembered that in the great majority of cases 
demanding urethral examination and treatment the mucous 
membrane is already secreting pus or muco-pus, and there is, 
tlierefore, no practical reason that our instruments should be 
absolutely sterile; but it is imperative that they be clean, 
their surfaces smooth, highly polished, and non-irritating, and 
also that the surgeon be so careful, gentle, and skilful in his 
instrumental manipulations that he does not cause contusions, 
abrasions, or lacerations of the mucous membrane, over which 
purulent urine subsequently flows, the septic material from 
which being absorbed by the wounded mucous membrane is 
very apt to give rise to alarming and even fatal manifesta- 
tions ; this point is of paramount importance and is not 
sufficiently appreciated by the surgeon, who should always 
remember that traumatism is the first step in urinary infection. 

The examiner must always remember that extreme gentle- 
ness is of as much importance as the proper cleansing of his 
instruments, and that many of the methods advocated for this 
latter purpose with formalin, formaldehyde, etc., are liable to 
render the surface of flexible instruments so rough and irri- 
tating to the urethral mucous membrane that they are really 
unfit for practical use, although from a laboratory standpoint 
they may be absolutely sterile and harmless. If instruments 
have been sterilized in this manner, they should always be 
dipped in a sterile boric-acid solution prior to use, in order 
to prevent urethral and bladder irritation. 

Sounds should be kept separate from each other to prevent 
scratching or denting of their nickel-plated surfaces, which 
ought always to be intact, smooth, and highly polished. When 
passed for the first time on a patient with clear urine they 
should be washed with soap and hot water, dried on sterile or 
plain absorbent gauze, and dipped up to the handle in alcohol, 
which is then lighted and allowed to burn off*; or after wash- 
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ing, the sound may be boiled for a few minutes in a 2 per cent, 
carbonate of soda solution (to prevent rusting), or plain water, 
if this method be preferred to the flaming process. The 
sound can now be cooled, if so desired, by dipping it in cold 
sterile water. For ordinary cases, however, washing with 
soap and hot water and drying on clean absorbent gauze is 
all that is really necessary. 

Tunnelled sounds are prepared in the same manner as ordi- 
nary sounds, great care being taken to render the tunnelled 
portion and groove clean, with a stiff nail-brush and plenty 
of soap and hot water, before the instrument is subjected to 
the flaming or boiling process. 

Endoscopic tubes: Metal tubes must be very carefully 
washed inside and outside with hot soapsuds, dried on gauze, 
and then flamed off with alcohol ; or boiled in soda solution ; 
their obturators are cleansed in a similar manner. 

The hard-rubber tubes can only be washed, and swabbed 
out with soap and water, and dried on gauze. 

Olivary bougies, and bougies a boule : These instruments 
should be soft and flexible, with smooth and highly polished 
surfaces. Some can be boiled in plain water for a few mo- 
ments, if so desired, but washing in soap and hot water, and 
drying with absorbent gauze, is all that is really essential, as 
the majority of cases for which these instruments are employed 
are none of them absolutely clean. When not in use they 
should be laid away straight, and separate from each other. 

Whalebone filiforms : Filiforms must be kept straight, as 
coiling or bending roughens and splits their surface, thus ren- 
dering them unfit for use. It is well to oil them sparingly 
from time to time, and to keep them in tightly covered metal 
cases, as they are liable to be attacked by a parasite, which 
renders them brittle and useless. Washing in soap and cold 
water, and drying on plain or sterile gauze, is quite sufficient 
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to render them clean and ready for use, at which time they 
must be quite rigid ; consequently they should not be laid 
out in watery solutions, as they then become too soft and 
flimsy to pass through tight strictures. After cleansing they 
are simply laid in sterile gauze. 

Urethrotomes: These instruments are difficult to clean, 
and therefore require a thorough and careful scrubbing with 
a stiff brush and plenty of soap and hot water, especially in 
their grooved and jointed portions. They are then dried with 
absorbent gauze, boiled for a few minutes in 2 per cent, car- 
bonate of soda solution to prevent rusting, or flamed with 
alcohol. The blades should not be boiled or flamed, even for 
a short time, as it destroys their keen edge ; they are, there- 
fore, first washed in soap and hot water, wiped with sterile 
gauze, and then laid in absolute alcohol, from which they are 
taken for use. 

Lithotrites : These instruments are taken apart, and 
sterilized in the same manner as just described for the ure- 
throtome. The handle of the Bigelow instrument must not 
be boiled. 

Silver catheters should never be used when soft-rubber or 
woven ones can be employed, on account of the traumatism 
they are liable to produce, even in skilful hands. These 
instruments, with their obturators, or stylets, are washed with 
soap and hot water, and their interior injected first with hot 
soapsuds and then with alcohol ; they may then be boihd or 
flamed off with alcohol. The tip beyond the eye should be 
made solid, so as to prevent any form of dirt or lubricant 
from collecting there. 

Litholapazy tubes: The technic for sterilizing these in- 
struments, together with their obturators or stylets, is ex- 
actly the same as that just described for the ordinary silver 
catheter. 
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Tunnelled catheters : These instruments are cleaned in the 
same manner as the ordinary silver catheters, great care being 
taken to see that the tunnelled portion and groove is thor- 
oughly cleaned, by scrubbing with a stiff brush and plenty 
of hot soapsuds, before boiling or flaming. 

Woven catheters: These instruments are covered with 
gum, varnish, or shellac, which gives them a smooth and 
highly polished but very delicate surface, which should 
always be intact when used. Some of these catheters are so 
constructed that they C4in be boiled for a few minutes in plain 
water, which of course is a great advantage ; others, however, 
cannot be, and must therefore be cleaned by washing in soap 
and hot water, and injecting hot water through them, after 
which they may be dipped in cold sterile water to restore 
their rigidity, if so desired. It is important to have the por- 
tion beyond the eye made solid, as is usually done at the 
present time. They should be laid away straight and not in 
contact with each other. 

Soft-rubber catheters: These are the catheters of choice 
and should, if possible, be used in preference to either woven 
or silver instruments in all cases. The surgeon should 
always buy the highest grade of these instruments, as the 
inferior ones have a rough, irritating surface, poorly con- 
structed eye, and lose their elasticity in a short time. The 
eye should be placed as near the tip of the instrument as it 
possibly can be, or the tip made solid, thus obviating a danger- 
ous lurking-place for lubricants and dirt. Soft-rubber instru- 
ments should be Avashed in soap and hot water and have 
plenty of hot water injected through them, after which they 
are boiled in plain water, as this process does not injure them 
in any way for some time. The surgeon should examine 
these instruments from time to time, as the rubber, especially 
about the eye, is liable to become brittle, which condition, 
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if not noticed, may result in the breaking-off of the end of 
the catheter wliile in the bladder. Should such an accident 
occur the patient must be notified of it at once, and the piece 
removed with a lithotrite ; or, this failing, through a small 
perineal cystotomy incision. They should be laid away 
straight and not in contact with each other. 

During the heat of summer soft-rubber and flexible instru- 
ments, unless in daily use, should be lightly dusted with 
French chalk to prevent them from sticking together, which 
destroys their delicate and highly polished surfaces. 

Syringes : The large metal, or Janet syringe, for bladder 
and urethral irrigation, can be taken apart, washed, and boiled, 
if so desired ; while those made of rubber and glass, or metal 
and glass, can only be washed in soap and water, as a high 
temperature is liable to destroy the glass and rubber, and to 
dissolve the cement in which the glass is set. 

Cystoscopes should be carefully washed in soap and water, 
and their irrigating and catheter channels injected with alco- 
hol, after which they are rinsed oif in sterile water, dried on 
sterile gauze, and if so desired placed in a Schering's formalin 
sterilizer, in which formaldehyde gas is produced from the 
vaporization of paraform pastils. They are dipped in a 
sterile solution of boric acid just before use. 

Ureteral catheters : These little catheters are made of woven 
silk, and have delicate and highly polished surfaces, which 
must always be intact. They with their stylets are washed 
in soap and hot water, carefully injected, dried on sterile 
gauze, and then subjected to formaldehyde gas in the sterilizer 
above mentioned. Just before use they are dipped in a sterile 
boric-acid solution. 

Lubricants. 

These substances must be clean and smooth, and absolutely 
non-irritating to the urethral and bladder mucous membrane. 
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Lubrichondrin, glycerin, white vaseline, and olive oil are 
all that the surgeon requires ; each of these substances being 
readily sterilized if so desired ; practically, however, there is 
no need of using sterilized lubricants, except for aseptic 
cases, provided the lubricant be kept clean and fresh, in 
tightly stoppered glass jars or collapsible tubes. 

If instrumentation is to be followed by urethral or bladder 
medication y the surgeon must use a lubricant that is soluble in 
water, otherwise the mucous membrane will be coated with a 
non-soluble lubricant, which prevents the medicated fluid 
from acting upon the urethral walls. 

Lubrichondrin, which is a combination of Irish moss, for- 
malin, and eucalyptus, is free from grease, non-irritating, 
soluble in water, readily washed from the exterior and inte- 
rior of instruments, the meatus, glans, and the operator's 
fingers, and is put up sterilized in deep glass jars and col- 
lapsible tubes, which latter are convenient and reliable when 
one is summoned in haste to cases demanding aseptic catheter- 
ization or instrumentation ; it is, tlierefore, the best lubricant 
we have for general urethral work, meeting, as it does, all of 
the above requirements. 

Glycerin is a fairly good lubricant, provided the instrument 
be warm, but on cold or even cool metal instruments it runs 
together and does not give a smooth, uniform coating ; it is 
sticky, and to some mucous membranes irritating. 

White vaseline, although a good lubricant, is insoluble in 
water, and so greasy, and difficult to wash off of instruments, 
the fingers, and genitals, that it is only of service where we 
want a good, thick coating on instruments and the urethral 
walls, to protect the mucous membrane from injury, as during 
the operation of litholapaxy, in which it is the best lubricant 
we have for lithotrites and tubes. 

Olive oil, either plain or sterilized^ is very useful for lubri- 
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eating and distending the urethra in cases of tight stricture, 
and before litholapaxy operations; it being warmed and 
injected with an ordinary hand-syringe. 

Instrumentation. 

The following points in teclinic will be found of much 
practical advantage, and should be systematically and care- 
fully carried out in all cases of urethral and bladder explora- 
tion, examination, and treatment. 

1. For aseptic cases the examiner's hands and nails should 
be cleansed and prepared as for general operative work, 
sterile gloves being worn if so desired ; personally, however, 
I consider the use of gloves an extreme and unnecessary fad 
which interferes greatly with the surgeon's sense of touch. 
For ordinary cases washing the hands in soap and water is 
quite sufficient. 

2. In aseptic cases the penis, preputial cavity, and entire 
glans are washed off with 1 :1000 bichloride of mercury solu- 
tion ; in ordinary cases, however, wiping the glans penis and 
meatus with warm water is all that is necessary. 

3. The patient should always endeavor to pass his urine 
just before urethral or bladder exploration, or treatment, in 
order to free the canal of any accumulated pus or mucus. 

4. Urethral irrigations before instrumentation should only 
be employed when the urethra is filled with secretion that 
cannot be flushed out by the urine, on account of the trau- 
matism and irritation that even they are liable to occasion, 
and also the fact that fluid thrown into the anterior urethra 
by catheter or nozzle does not distend the canal sufficiently 
to efface all of its folds, especially in the bulbous portion, 
and therefore cannot even cleanse it thoroughly. Warm 
sterile salt or boric-acid solution should be used for these irri- 
gations in preference to solutions of bichloride of mercury, 

11— V. D. 
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nitrate of silver, formalin, or permanganate of potash, as any 
of the latter, if used in sufficient strength to be of real 
germicidal value, set up more or less urethral congestion and 
irritation, which condition is just what we should avoid and 
guard against in these cases, especially at the beginning of 
"catheter life." 

5. Be sure that the patient lies squarely and comfortably 
on his back, with head and shoulders elevated and muscles 
relaxed. 

6. Surround the penis with sterile or clean towels to pre- 
vent instruments from being contaminated by contact with 
the patient's body or clothing. 

7. Solid or rigid instruments must never be used, when 
soft-rubber ones can be employed, on account of the trauma- 
tism that may be occasioned by the former. 

8. Perfect instruments, cleaned, warmed, and lubricated as 
above described, should be passed so gently, slowly, and skil- 
fully through the urethra that they do not cause the slightest 
contusion or abrasion of this delicate, highly vascular, and 
sensitive mucous membrane, which, when the seat of trau- 
matism, is so liable to give rise to alarming and even fatal 
conditions. 

HERPES PBOGENITALIS. 

Herpes progenitalis is an inflammatory affection of varying 
intensity, which attacks the mucous membrane and integu- 
ment of the external genital organs. 

The vesicles are usually found at the meatus, on the glans, 
in the sulcus behind the corona ; or, on the inner surface or 
free border of the prepuce ; and more rarely on the integu- 
ment of the prepuce, penis, or even pubic region. 

It usually occurs in young adults, and is very prone to 
relapse at irregular intervals, 
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The affection consists of one or several vesicles, either 
grouped together or scattered irregularly over the part. At 
first their contents is clear and serous^ but soon becomes 
turbid, and eventually dries up into a crust ; or the vesicle 
ruptures, leaving a superficially ulcerated surface correspond- 
ing to the size of the original lesion. 

Prognosis : If the little ulcer is kept clean it heals quite 
rapidly and without any complications ; but if from neglect 
or improper treatment it becomes inftcted or irritated, then 
the glands in the groin become enlarged and painful and in 
some cases go on to suppuration and abscess-formation. 

Symptoms : Prior to and during the development of the 
vesicles there is more or less local pain, burning, smarting, or 
itching in the parts, which when examined are seen to be 
inflamed and congested, and the seat of one or more vesicles, 
which in a short time rupture, or dry up and become 
encrusted. 

Cause : As a general rule, herpes progenitalis occurs most 
frequently in neurasthenic subjects, and also in those with 
strong sexual instincts. Anything causing local congestion, 
irritation, or inflammation favors their development, as bala- 
nitis from disease or uncleanliness ; phimosis, either congenital 
or acquired ; stricture of the urethra, and urethral lesions in 
general. Sexual and alcoholic excesses, and also the rheu- 
matic and gouty diathesis, are undoubtedly predisposing causes 
in some cases. 

Diagnosis : As a general rule, the diagnosis is readily made 
from the acute inflammatory nature of the lesion, the ante- 
cedent pain, itching, and irritation, and also the fact that the 
patient has had many similar attacks. 

There are some cases, however, in which it is quite difficult 
at first to make a differential diagnosis between the chancroid, 
the chancrous erosion (initial lesion of syphilis), and simple 
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hc'r{M;s ; then;fore the j?urge<in should not attempt to give a 
|iorritiv(f opinion in the^^e ca.<re^ until .sufficient time has ehipsed 
for the Icaion to a.T:»unie its typical characteristics. 

Treatment : The part a shouhl lie kept absohitely clean by 
frei|uent ifuinerftion, and washing in hot water, or better still, 
hot bichloride of mercury .solution (1 : 5000), after which they 
are (^n^fully dri<»d, and then dusted with boric-acid powder, 
iKiracetunilc, antinosin, or ariritol. If a wet dressing is deemed 
more advisable, we may employ lx»ric-acid .solution, lead-and- 
(^piuni warth, mild lead- water, or a weak solution of sulphate 
of zin(;, renewing the dressing every few hours. 

When, as a result of the above tr<»atment, the parts have 
resumed their normal condition, the cause of the trouble 
should be sought and if possible removed. A phimotic pre- 
pu(re shouhl be al)lat(Kl, the glans kept clean, strictures di- 
lated or (^it, urethral lesions properly treated, and sexual and 
dietary errors corrected. 

ShouM the iiKjuinal f/lands become painful during an 
atta(^k of herpes, the i)atient must be put to bed and the groin 
(M)vere(l with a e-ohl bichloride dressing, or lead-and -opium 
wash, whi(di as a rule is soon followed by relief. If on the 
other hand suppuration occurs, the resulting abscess must be 
in(^ised and the i)us evacuated ; or the pus let out by a small 
puui^ture, and the abs(H»ss-eavity injected with iodoform oint- 
m(»nt ; for the techuic of which the reader is referred to the 
treatment oi' chancroidal bubo or adenitis. 

VEGETATIONS. 

Vegetations, or as they are commonly called, warts, are 
either of the n<>/7 or lutnf variety, depending U|x>n their situa- 
tion ; those fi>und on uhuhuis membranes and at maco- 
cutaiuHiUs ]unetii>ns being soft and moist, while those arising 
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increase in size with great rapidity, involving the surrounding 
tissues, sometimes covering the entire glans and protruding 
from tlie preputial orifice in a cauliflower-like mass. Spring- 
ing from either a hroad and flattened, or pedunculated base 
they assume various shapes and sizes according to the confor- 
mation of the surrounding parts or structures; their color 
varies from a deep red, to a pink or even grayish hue, and 
when in contact with each other, or adjacent parts, they give 
rise to a thin secretion with penetrating and disagreeable odor. 

Hard warts are usually encountered in middle-aged and 
even old subjects, and are situated upon the sheath of the 
penis, on the scrotum, and also on the integument in general 
about the external genital organs. They consist of small 
rounded or pointed masses, of a dirty brown or red color, 
which increase in size and numbers, but not as rapidly as the 
soft variety, into which they may be converted if exposed to 
moisture and friction, from irritating discharges and opposing 
surfaces. 

Diagnosis : Fieely developed noft vegetations are, as a rule, 
so characteristic that they are readily differentiated from other 
growths of the penis, although there is a bare possibility of 
mistaking them for condylomata lata, unless a syphilitic his- 
tory be given. 

As hard ivartn are always prone to undergo malignant 
degeneration, the surgeon should remember this fact, especially 
in middle-aged and elderly men, and always have an imme- 
diate microscopic examination made of a portion of the new 
growth, which, if found to be malignant in character, should 
always be promptly and radically removed, either by amputa- 
tion or total extirpation of the penis ; together with, if indi- 
cated, the removal of the inguinal ganglia. 

Treatment: The warts themselves, and the surrounding 
parts, are carefully cleansed, and surrounded with sterile 
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towels, and then, under local (cocaine, 8 per cent, solution) or 
general anaesthesia, all of the vegetations are thoroughly 
removed with curved scissors, a sharp spoon, or curette, close 
to the mucous membrane or integument. 

The raw surfaces or points are lightly touched with a little 
pure carbolic acid on a pointed cotton applicator, which con- 
trols the bleeding very satisfactorily. The parts are then 
washed, lightly wiped and dried with sterile gauze, and 
dressed with dry gauze and any good dusting powder, such 
as boric acid, boracetanile, antinosene, aristol, etc. 

If the warts are situated about the meatus, care must be 
taken not to cut its lips, as healing of the little wounds will 
be followed more or less by cicatricial contraction, with a 
resulting stenosis of this portion of the canal. 

Warts in the urethra proper are removed with a small wire 
snare through a large endoscopic tube ; or, if in the fossa 
navicularis, by scissors and a wire speculum, which holds the 
meatus and fossa widely open. 

If the patient has a long foreskin, circumcision should be 
performed when the warts are removed, or at a later date 
if deemed more advisable, and the patient instructed how to 
keep his glans, coronal sulcus, and the region of the frsenura 
clean and dry. 

The removal of vegetations by ligation, by the galvano- 
cautery, or by caustics, is merely mentioned to be most em- 
phatically condemned. 



THE CHANCROID. 



Introduction. 



Definition : The chancroid, or soft chancre, also called the 
simple and non-infecting chancre, or the local contagious 
ulcer of the genitals, is an acute inflammatory and destruc- 
tive lesion, whose action is purely local in character and 
limited to the parts upon which it is situated, and to the 
lymphatic vessels and glands in anatomical relation with 
those parts. 

Chancroidal infection mav be either direct or mediate. 

Direct infection is caused by the transferrence of the secre- 
tion from the genitals of one person to those of another 
during coitus or unnatural practices between persons of the 
same or opposite sex. 

Mediate infection is that mode in which the pus is trans- 
ferred upon any article to a healthy individual, the agents of 
transfer being surgical instruments, dressings, towels, or the 
fingers. Although this manner of chancroidal infection is 
quite i*are, it does sometimes occur. 

Etiology: The chancroid is in reality a form of infected 
or septic wound or ulcer of the genitals. It is caused by the 
secretion of a chancroid, a chancroidal adenitis, or lymphan- 
gitis. It may also originate from any form of pus containing 
pyogenic microbes, as is well illustrated in those cases where 
men derive chancroids from women, who on careful exami- 
nation reveal nothing but a purulent discharge, which, enter- 
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ing a hair- follicle, chafe, or abrasion on the male genitals, 
produces a typical chancroid. 

Chancroids also originate de novo in suhjcnits who have 
not had sexual rehitions for many months previous to the 
appearance; of the ulcer, and therefore in no way related to 
it ; these cases are sometimes followed hy suppurative adenitis 
in cither one or both groins. The infecting agent or cause 
of these chan(*roids is some form of pus or dirt, which gains 
ac(»ess to the tissues through a ruptured herpetic vesicle, or, 
in fact, any lesion which leaves a raw and absorbing surface. 
Such instances are freipicntly met with in patients with hmg 
foreskins who suffer from balanitis or herpetic vesicles, which 
if k(»pt clean pn>mptly heal, but if neglected may become 
infe(!t(»d and thus conv(?rted into typical chancroids, which 
are sometimes complicated by suppurating buboes. 

I )ucrey describes a rod-shaped bacillus with rounded ends 
which he always finds in the chancroidal secretions, and 
chiims, therefore, that it is the specific factor in all c»ases of 
(chancroid. Up to the present time, however, he has not 
made siitisfactory and convincing culture and inoculation 
experiments, and, therefi)re, no absolute conclusions or asser- 
tions in regard to the specific nature of the chancroid can be 
made. 

Characteristics : The chancroid has no fixed period of 
incubation, usually making itself manifest in a day or so after 
infection, its rapidity of development depending on the 
resistance of the tissues upon which it is situated ; thus chan- 
croids develop much more rapidly on mucous membranes and 
raw surfaces than they do upon the integument, which oflTers 
more obstruction to the invasion of the pyogenic microbes. 

The chancroid usually begins as a small pustule, the mucous 
membrane or integument surrounding which is bright red in 
color, which is due to the acute inflammatory and destructive 
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nature of the lesion. The pustule soon ruptures, leaving a 
round or irregular ulcer, with sharply cut edges^ undermined 
walls, worm-eaten, rough, and yellow ^oor, which gives rise to 
a brownish, purulent, and auto-inoculable secretion. There is a 
varying amount of inflammatory oedema or thickening of the 
tissues around and beneath the sore, which shades off* grad- 
ually into the surrounding parts, thus differing from the 
indm*ation of the chancre (initial lesion of syphilis), which is 
hard, firm, and sharply limited. 

The duration of the chancroid varies greatly in different 
cases and depends upon its extent, situation, and the treat- 
ment employed. Chancroids of the meatus are usually fol- 
lowed bv more or less cicatricial stenosis of the canal at this 
point, while those situated on the free edge of the prepuce 
lead to phimosis from cicatricial contraction of the preputial 
orifice. 

Seat : Chancroids are most commonly found upon the 
genital organs of either sex, but may occur on the head, face, 
and finger, usually from auto-inoculation. They may be 
situated either on the free border or inner surface of the pre- 
puce, upon the penis at or within the meatus, on the glans, 
corona glandis, or in the sulcus behind the glans. When 
occurring on the scrotum, pubes, thighs, or anus, they are 
ordinarily due to auto-inoculation. As the result of unnatu- 
ral practices, we sometimes find chancroids situated at the 
anus, within the rectum, and on the periueum. 

Varieties of Chancroid. 

Follicular or acneform chancroid : This form of chancroid 
begins in hair or sebaceous follicles, and is situated at the 
junction of integument and mucous membrane, as upon the 
mucous membrane of the labia majora and the integument 
of the genital organs. It originates as a small pustule, which 
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is soon converted into a deep, ragged ulcer, whose secretion is 
very destructive in character. 

Ecthymatous chancroid : The ecthymatous chancroid is 
usually found upon those parts of the integument of the 
genitals which are dry and are not in contact with opposing 
surfaces. It begins as a little red spot, which is finally con- 
verted into a pustule with an area of redness around it ; the 
pustule increases in size and dries up into a blackish -green 
crust, beneath which is a typical chancroid. 

The ulcus elevatum is merely that form or variety of chan- 
croid in which the tissues around and beneath the sore are 
unusually cedematous, thus elevating the lesion above the 
level of surrounding skin or mucous membrane. 

Any chancroidal ulcer which shows a marked tendency to 
extend at its periphery, and to invade and destroy the sur- 
rounding tissues to a greater or less degree, is spoken of as a 
serpiginous chancroid. The lesion generally begins as a chan- 
croidal bubo, which, if unchecked, may extend over the groin, 
abdomen, thighs, genitals, and perineum ; it is, however, 
rarely if ever seen when proper antiseptic dressings have l)een 
employed. 

If phagedena attacks a chancroidal ulcer, as it rarely does, 
the lesion is then called a phagedenic chancroid. This very 
serious complication occurs in persons who are insufficiently 
nourished and alcoholic, and in whom the original lesion was 
vigorously cauterized, and not kept in a cleanly condition. 

The infected lesion now has a foul purulent secretion, Avith 
sloughing and gangrenous floor^ and is surrounded by oedema- 
tons tissues, which are purplish-red in color. It destroys the 
soft parts by extending both in depth and at its periphery. 

When a chancroid becomes really phagedenic, the bearer 
has a brisk rise of temperature, sometimes to 105^ F., with a 
corresponding pulse increase, chilly sensations, or even well- 
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marked chills, which are followed by sweating and a feeling 
of general malaise and discomfort, \vith loss of appetite and 
strength ; the above conditions being due to the absorption 
of septic material from the lesion. 

Complications of Chancroid. 

Lymphangitis : In chancroid of the penis or prepuce the 
lymphatic vessels may become, enlarged, hot, red in color, 
and very painful from absorption of the chancroidal secre- 
tions. This inflammation may either subside or go on to 
suppuration, with the formation of abscesses and chancroidal 
ulcers along the course of the lymphatic vessels. 

Adenitis : Chancroidal adenitis, or bubo, as it is commonly 
called, is caused by the passage of septic material from the 
sore to the glands in the groin, by means of the lymphatic 
vessels of the penis. 

The glands in either one or both groins become enlarged, 
matted together, and very painful, while at the same time the 
skin over them assumes a red and brawny appearance.. Sup- 
puration of the glandular mass soon begins and converts it 
into a large abscess-cavity, which, if not incised, ruptures spon- 
taneously, leaving a deep, sloughing pocket, with undermined 
and broken-down edges, thus constituting a typical chancroidal 
bubo. 

Differential Diagnosis. 

The chancroid may be mistaken for many lesions occurring 
on the penis, the most prominent among them being the hard 
chancre (initial lesion of syphilis), ruptured herpetic vesicles, 
abrasions, chafes, fissures, and ex ulcerated balanitis. 

The hard chancre has a definite period of incirbation, usually 
from two to three weeks, and becomes typically indurated, as 
do the glands in anatomical relation with it ; its secretion 
is serous, and its floor smooth, red, and shining in appearance. 
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Herpetic vesicles coalesce, and are not so deeply ulcerated 
as cliancroids, unless they Ijecome infected, when they are 
in this manner converted into typical chancroids. The 
previous hi.st<»ry of the formation of the vesicles associated 
with local jiain and itching is of great aid in making a 
diagnosis. 

In eztdcerated balanitis the lesion is large and superficial, 
with smooth floor, and no undermining of the edges, as occurs 
in chancroid. 

Abrasions, chafes, and fissnres, unless ulcerated, are readily 
rec<»gnized, as under approj)riate treatment they heal rapidly, 
and leave no thickening or induration of the tissues upon 
which they were situated. 

In diagnosing any lesion of the penis the physician must 
always use the greatest care and precaution before giving a 
positive oi)inion, as in many cases it takes several days for the 
lesion to assume its typical appearance. In the meantime 
tlies^i patients are treated locally by bland applications and 
told to refrain from sexual relations. 

The prognosis of chancroid is always favorable, provided 
the sore can be kept clean, separated from opposing surfaces, 
and \\\{\ parts put at rest. Chancroids of the meatus or 
urethra, and those complicated by a long, tight prepuce, are 
more difficult to keep clean, and, therefore, the prognosis as 
to a speedy (;ure is not so favorable as when the sore is more 
readily accessible. 

Treatment of the Chancroid and its Complications. 

The Chancroid. 

General treatment : Patients suffering from chancroid must 
be kept as quiet as possible, put on a light, nutritious diet 
and told to abstain from alcohol and sexual relations. 
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The treatment of the sore depends somewhat upon its situ- 
ation, the important points being to keep it absolutely clean, 
free from all irritation, separated from healthy tissues, and 
rarely if ever to cauterize it. 

The sore and surrounding parts should be thoroughly irri- 
gated or washed in hot bichloride of mercury solution 1 :3000 
morning and evening, or more frequently if possible, and 
dried, the lesion itself being lightly dusted with subnitrate 
of bismuth, boracetanile, boracic acid, starch, iodol, nosophen, 
antinosene, or aristol. If the surface of the lesion is sloughy 
and shows no tendency to granulate, then a little iodoform, 
or equal parts of iodoform and boracic acid carefully applied, 
will be of great service ; the objection to this dressing, how- 
ever, being its disagreeable odor, which sometimes precludes 
its use in private practice. 

If wet dressings are desired, and as a rule they are the best 
and cleanest, we can employ solutions of boric acid, sulphate 
of zinc, alum, lead, or bichloride of mercury, 1 : 3000 or 
1 : 5000, applying them on absorbent gauze or cotton, which 
is changed every few hours. 

All of the dressings used upon or about the sore must be 
destroyed, preferably by fire, as soon as removed, and the 
patient told to wash his hands very carefully immediately 
after the dressing is completed. 

In the vast majority of cases, if not in all, cauterization is 
absolutely unnecessary and even harmful, and should, there- 
fore, never be employed in a routine manner. 

If, however, in spite of cleanliness and proper local treat- 
ment, the lesion extends and threatens the destruction of the 
surrounding parts, as it very rarely if ever does, then we 
may be compelled to resort to cautious cauterization. The 
sore is washed with 1 : 2000 hot bichloride solution, dried, and 
lightly touched with liquid carbolic acid by means of ab- 



176 THE CHANCROID. 

sorbent cotton wrapped on a small wooden applicator. Care 
must be taken to apply the acid to the floor of the lesion and 
its undermined walls and edges, but not to the surrounding 
healthy tissues. A cold bichloride dressing is then applied 
to allay the pain and inflammation following cauterization and 
the patient told to keep very quiet. 

If carbolic acid is not strong enough, we may then resort 
to nitric acid, cleaning and drying the sore as just described, 
and anaesthetizing it by means of an 8 per cent, cocaine solu- 
tion just before the cauterization. 

Chancroids of the urethra require the following special treat- 
ment: the patient having urinated, the prepuce is retracted 
and the parts washed with bichloride solution. A small 
soft-rubber catheter lubricated with glycerin or lubrichondrin 
is then passed up the urethra beyond the lesions, and a pint 
or more of hot boric-acid or salt solution is injected by means 
of a large haud-syringe or irrigator. In this manner the 
canal is washed out from behind forward, the solution es- 
caping at the meatus, where it is caught in a suitable vessel. 
Iodoform or equal parts of iodoform and boric acid are then 
blown into the urethra, which may be lightly packed with 
iodoform gauze. 

Chancroids situated beneath a long, tight prepuce, which 
cannot be retracted, require very careful and active treat- 
ment. Frequent subpreputial injections or irrigations of hot 
bichloride of mercury solution may be employed, but the 
better plan is to make two lateral incisions through the fore- 
skin and expose the parts for inspection and local treatment, 
thus preventing sloughing, with more or less destruction of 
the glans and surrounding tissues. This little operation, 
which was proposed by Taylor, is performed in the follow- 
ing manner. 

The patient having been etherized, the parts are shaved 
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and rendered surgically clean in the usual manner, and with 
heavy phimosis scissors (Fig, 63), or a scalpel and gnjoved 
director, a lateral cut is made through each side of the prepuce 
from its free edge, well down into the 
coronal sulcus, thus forming an upper 
and lower flap, which, when retracted, 
expose the entire glans penis and the 
inner surface of the foreskin, which is 
not the case when the dorsal incision is 
made. The parts are kept constantly 
irrigated during the operation with hot 
bichloride solution, the operator and 
assistants wearing rubber gloves. The 
chancroids are then treated as already 
described, and the raw edges of the 
wounds protected from infection by fre- 
quent dressings and irrigations with 
very hot bichloride solution. The hem- 
orrhage, which is quite free, is readily 
controlled by the pressure of the dress- 
ing. When the edges of the flaps are 
completely healed they may be removed 
by a simple plastic operation, which, if 
nicely done, gives the patient a verv 
sightly oi^n. 

If chancroids become BerpiginDns or 
phagedenic in character, we must build i 
up the patient's general condition by 
the administration of strychnine, iron, . 
or quinine, and plenty of nutritious 
food, fresh air, and sunshine. The local treatment consists 
of frequent and copious irrigations of very hot 1 ; 2000 
bichloride of mercury solution and soaking the entire organ 




178 THE CHANCROID. 

in this solution every few hours. A dressing of pow- 
dered iodoform, frequently changed, is about the best, 
the parts being kept dry and clean. If cauterization is re- 
quired, as it very rarely will be, it must be performed in 
the conservative and careful manner already described. In 
very severe cases curetting the floor and edges of the sore 
is preferable to cauterization. In some cases the local pain 
is so great that we are obliged to resort to the use of 
opium or morphine, either internally or by hypodermic 
injection. 

Adenitis, or Bubo. 

If during the course of chancroids the inguinal glands 
become enlarged and painful, the patient should be kept very 
quiet or i)ut to bed and the overlying integument painted 
with tincture of iodine or rubbed with compound iodine oint- 
ment, the latter being covered with absorbent gauze, which is 
held in place by a spica bandage. A cold wet bichloride or 
lead-and-opium dressing is often followed by favorable results 
in this condition, and should therefore not be forgotten. If 
in spite of the treatment above given the glands fuse together, 
break down, and suppurate, thus forming an abscess, it must 
be promptly treated either by evacuation of the pus and 
injection of iodoform ointment, or by free incision with 
removal of the infected glands. 

First method: This method, which was advocated by 
Helm, and which I have somewliat modified, should be tried 
in all suitable cases of suppurative adenitis, or bubo, as it 
leaves no scar, nor is it necessary for the patient to take an 
anaesthetic, remain in bed, or be subjected to a more or less 
painful and tedious convalescence. The steps in the proced- 
ure are as follows : 

1. The operative field and genitals are shaved and rendere<J 



TREATMENT OF THE ADENITIS, 179 

surgically clean in the usual manner and the penis bandaged 
in wet bichloride or sterile gauze. 

2. A few drops of a 4 per cent, solution of cocaine are 
injected beneath the skin where the puncture is to be made. 

3. A straight, sharp-pointed bistoury is then thrust well 
into the most prominent part of the tumor until pus flows. 

4. All of the pus is forced out through this opening by firm 
but gentle pressure, as this procedure is, as a rule, very painful. 

5. The abscess-cavity is irrigated with pure peroxide of 
hydrogen until it returns practically clear. 

6. It is then irrigated with 1 : 5000 bichloride of mercury, 
or salt solution, all of which is carefully squeezed out. 

7. The now thoroughly cleansed abscess-cavity is com- 
pletely filled, but not painfully distended, with 10 per cent, 
iodoform ointment, by means of an ordinary conical glass 
syringe previously warmed in hot water. 

8. A cold, wet bichloride dressing is applied with a fairly 
firm spica bandage, the cold congealing the ointment at the 
wound and thus preventing its escape into the dressing. 

The patient should be kept very quiet for the first twenty- 
four to forty -eight hours, rest in bed being preferable, although 
not absolutely necessary. 

The dressing is removed at the end of the third or fourth 
day and the parts examined. If pus has reaccumulated, or 
the ointment escaped into the dressing, a second injection 
may be made. If, on the other hand, all looks well, the first 
dressing is replaced by a gauze pad and spica bandage, and the 
patient told to report in two or three days for examination. 

In order to secure the most favorable results from this 
method, it should only be employed when the glands are 
thoroughly broken down, fluctuation well marked, and the 
integument thinned over the most prominent part of the 
tumor so that the iodoform may come in direct contact with 
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all of the infected tissues. If, after one, two, or even three 
injections, this method fails to produce the desired result, an 
incision mav then be made and the contents of the abscess 
removed, tlie previous treatment not having interfered in any 
way with this operation. 

Second method: The patient having been etherized, the 
operative field is shaved and prepared as for the first method. 
A long, clean incision is then made over the most prominent 
part of the mass and parallel with the inguinal fold, thus 
exposing the broken-down, suppurating, and infected glands, 
which must be thoroughly removed, great care being exercised 
not to wound the femoral vessels or their branches. Bleeding 
points are caught and ligated, and the abscess-cavity thoroughly 
irrigated with peroxide of hydrogen and hot bichloride of 
mercury solution 1 : 2000. The now clean and dry wound is 
lightly dusted with iodoform and packed with iodoform 
gtuize, over which is placed the usual sterilized gauze and 
cotton dressing, which is held in position by a firm spica 
bandage. As agenenil rule, no attempt at suturing should be 
made in these eas(\s on account of the inflamed and infiltrated 
condition of the tissues, which, if left free to drain, will, 
under the proper treatment, granulate quite rapidly from the 
bottom, and not be followed by sinuses, as is so frequently 
the case wh(»n the wound has been sutured, and primary 
union obtained at only a few points. 

In severe eases, wIhtc the pus has burrowed downward to 
the thigh and up on the abdominal wall, it is well to combine 
a vertical with the transverse incision for purpose of better 
and freer drainage. 

It must not be forgotten that the too radical removal of the 
inguinal lymphatics is sometimes followed by oedema of the 
lower extremitv, or the penis and scrotum, which is severe in 
character, chronic in course, and very rebellious to treatment. 
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INTRODUCTION. 

Definition : Syphilis is a chronic, infectious, and constitu- 
tional disease, always beginning in a local lesion called the 
initial lesion or chancre, which invariably marks the point of 
entry of the syphilitic virus or poison. Entering the system 
by means of the blood-vessels, lymphatics, and perivascular 
lymph-spaces, it attacks primarily the connective tissue, and 
in its course affects every tissue and organ in the body. 

The disease is characterized by an increase of the con- 
nective-tissue cells and by the development of a new tissue, 
called granulation or gummatous tissue, which is composed of 
small round cells resembling somewhat white blood-corpuscles. 

Etiology : By some observers syphilis is thought to bo 
caused by a micro-organism, but up to the present time no 
specific bacillus has been positively demonstrated in all syphi- 
litic lesions, and, therefore, no uniform and positive results 
have been obtained. 

Several investigators have from time to time found different 
microbes in early syphilitic lesions, which they claim to be 
the cause of the disease, but as none of these claims have been 
substantiated by satisfactory culture and inoculation experi- 
ments they are, therefore, of little scientific value and cannot 
as yet be accepted as at all conclusive. 

There are two forms of syphilis : the acquired form and the 
hereditary form ; both are due to the same virus or poison, 
but differ in their course, lesions, and symptoms. 
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AcTjuireil syphilis is communicated by a syphilitic person 
to one tvi'V from the diseaise, the point of inoculation l)eing 
always marked by the initial lesion or chancre. 

Ilenfilitary syphilis is trausmitte<l in utero from either one 
or both parents, and in this form there is no initial lesion ; 
the onset of the disease being marked by general manifesta- 
tions. 

Beinfection : As a general rule, syphilis occurs but once 
in the same individual, although reinfection may take place 
both in the acijuired and the hereditary forms, as is shown by 
a very few well-authenticated cases of second attacks. 

Stages: The course of sy|)hilis may, according to Ricord, 
be divided into three stages : the primary, the secondary, and 
the t(»rtiary ; but it must not be forgotten that in a certain 
number of cases tertiarv lesions mav occur in the secondary 
stage, or vice verf<d, or that lesions of these different stages 
may be present at the same time, thus showing that the dis- 
(»ase does not invariably follow these sharply defined periods. 

Primani d(t(/e : The i)rimary stage of syphilis consists of 
two j)eri<)ds of inc^ubation. The first period of incubation 
exists from the time of infection to the appearance of the 
initial lesion, and, as a rule, lasts from fourteen to twenty-one 
(lays ; but jnay be as short as ten or as long as seventy days. 
This is immediately fi)Ilowed by the second period of incuba- 
tion, which dates from the formation of the initial lesion to 
the develoj)ment of constitutional manifestations, and usually 
o<M'Ui)ies forty to forty-five days, but may be prolonged to 
sixtv, seventy, or even ninety davs. 

• • • • 

These two periods of incubation make up the primary stage 
of syj)hilis, the duration of which is from fifty to eighty days. 

The lesions of the primary stage are the initial lesion, or 
chancre, and the glandular and lymphatic indurations in 
anatomical ivlation with the sore, these glands and vessels 
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becoming indurated from about the seventh to the tenth or 
fourteenth day. 

Secondary stage : The secondary stage of syphilis, or the 
stage of constitutional manifestations, now begins, and is char- 
acterized by superficial lesions of the skin and mucous mem- 
branes, as well as their dependencies, and by affections of the 
eyes, and enlargement of the superficial and deep lymphatic 
ganglia throughout the entire body, which enlargement prob- 
ably commenced quite early in the secondary period of incu- 
bation. The duration of this stage is variable, usually lasting 
from one to two years, and depending greatly upon the treat- 
ment, the habits, and the constitution of the patient. 

Tertiary stage: The tertiary stage usually begins at about 
the end of the second year, but is not so frequently observed 
now as formerly, owing to improved methods of treatment. 
It manifests itself by gummous, tubercular, bullous, and ulcer- 
ative lesions, also by affections of the nervous and vascular 
systems, the viscera, and bones. 

Contagion: The secretion of the initial lesion is highly 
contagious. The secretions of the secondary lesions (mucous 
patches, condylomata, etc.), the blood and the lymph, in the 
secondary stage, are also contagious. The physiological secre- 
tions, such as the tears, milk, saliva, and sweat, are innocu- 
ous, unless mixed with blood or secretions from primary and 
secondary lesions, which in turn render them contagious. 
The semen is innocuous upon a cutaneous or mucous surface, 
but may transmit syphilis to the ovum. The urine is in all 
probability also innocuous. 

It is doubtful if the secretions of the tertiary lesions are 
contagious. 

Infection : Syphilitic infection may be either direct or 
mediate. 

Direct infection takes place most frequently from the geni- 
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tals of one person to those of another during coitus, also in 
unnatural practices between persons of the same or opposite 
sex. 

Mouth-to-mouth infection, as in kissing, is not infrequent. 

Surgeons, physicians, dentists, and midwives are very liable 
to infection on the fingers and hands, and should, therefore, 
exercise great care in handling or operating upon syphilitic 
subjects. 

Mediate infection is that form in which the syphilitic virus 
is deposited upon any article, and then transferred from it to 
a healthy person. The agents of transfer may be cigars, 
pipes, tooth-brushes, pencils, chewing-gum, handkerchiefs, 
whistles, drinking- and eating-utensils, razors, towels, toys, 
plasters, postage stamps, surgical operations — dressings, instru- 
ments, etc. Glassblowers are often infected, as a number of 
men use the same pipe. Vacci no-syphilis is rarely en- 
countered at present, owing to the substitution of bovine for 
human virus. 

When the disease is contracted in any of the above ways — 
that is, without sexual contact — it is called syphilis insontiuniy 
syphilis of the innocents, or unmerited syphilis. Syphilis is 
precisely the same disease, and pursues essentially the same 
course whether derived from a primary or a secondary lesion ; 
in both cnses the point of entry of the syphilitic virus being 
marked by the initial lesion or chancre. 

Prognosis : xVs a broad general rule, it may safely be stated 
that patients who are otherwise in a perfectly healthy con- 
dition experience very little trouble from syphilis, provided 
they have the ])roper form of constitutional and local treat- 
ment for a sufficient length of time, and live moderate, tem- 
perate, and regular lives, according to the rules laid down by 
the physician. It is usually thought that blondes and subjects 
with light complexion and reddish-brown or red hair are prone 
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to suffer more than those of dark complexion. The disease 
is apt to be very severe in old age, and in nervous, excitable, 
and neurasthenic subjects. Alcoholic habits, the opium 
habit, and intercurrent diseases, especially Bright's disease, 
cancer, and tuberculosis, render the prognosis much less favor- 
able. Syphilis sometimes runs a very severe course in fat 
and flabby subjects, also in very thin and ansemic ones with 
poor muscular and chest development. 

A guarded prognosis must always be made in poorly and 
insufficiently nourished subjects, and also in those whose 
vitality, and resistance have been lowered by disease, bad 
habits, worry, care, grief, etc. 

As a general rule, women do just as nicely and withstand 
the disease as well as men, provided they adhere to a proper 
and sufficient course of treatment. 

There are undoubtedly very rare instances in which the 
disease tends to self-limitation, but one cannot always prog- 
nosticate with accuracy which case will do well and which 
one badly ; the physician must therefore be very guarded in 
giving his opinion, always taking into consideration the habits 
and general condition and make-up of his patient, who 
should always be plainly and emphati(»ally informed that the 
loyalty and common sense with which he carries out minutely 
all of the details of treatment are most important factors in 
his cure, as the physician alone cannot accomplish all. 

THE INITIAL LESION. 

Sjrnonyms : The initial lesion of syphilis is also called the 
chancre ; the hard, indurated, infecting, or Hunterian chancre ; 
the initial sclerosis ; the primitive or initial neoplasm and 
primary syphilitic ulcer. 

It originates from syphilitic blood, from the secretions of 
primary or secondary lesions, appears at the end of the first 
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{Xiriod of incubation (fourteen to twenty-one days), and is 
always situated at the point of entrance of the syphilitic virus 
or poison. 

Usually there is but one initial lesion, although several may 
be pres<Mit at the same time, infection having occurred simul- 
taneously at several iK)ints. 

Seat of chancre : Chancres found upon the genital organs 
are called f/enikd chancres; while those situated elsewhere 
upon the bodjf^are designated as extra-genital chancres. 

Most fre(piently the initial lesion occurs upon the genitals, 
but may be situated anywhere upon the body — as the Jips, the 
tongue, the tonsils, the eyelid or conjunctiva, the ear, the 
forehead, the face, the neck, the fingers, the pubes, the belly, 
the breasts, the arms, the thighs, the hands, the anus, or within 
the rectum. 

In looking for the site of tlie initial lesion in obscure cases 
it is well to bear in mind the clinical fact, that the lymphatic 
glands in anatomical relation with the sore are always the 
largest and most indurated. 

Varieties of chancre : There are six forms or varieties 
(Taylor) under which the initial lesion may appear in its 
beginning : 

First. The chancrous erosion. 

Second. The silvery spot. 

Third. The dry papule or patch. 

Fourth. The umbilicated papule, or nodule, also called 
the follicular chancre. 

Fifth. The purple necrotic nodule. 

Sixth. The ecthvmatous chancre. 

The chaiwroHfi erosion is the most common form of the 
initial lesion. It begins as a small spot of excoriation, dark 
red in color at first, but finally becoming coppery red. The 
surface is smooth and shining, and destitute of granulations. 
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The secretion is serous and profuse. Usually there is but a 
single erosion ; exceptionally there may be several, in which 
case they are called multiple herpetiform chancres. 

When, as the result of new cell-growth beneath it, the 
chancrous erosion becomes elevated above the level of the 
surrounding tissues, it is then called the ulcus elevaium. 

The silvery spot is generally situated upon the glans and at 
the meatus ; it is pin-head in size and silv^ery white in color, 
as if the mucous membrane had been toucRed with pure 
carbolic acid or nitrate of silver. The lesion increases slowly, 
and is finally replaced by a smooth, shining surface typical 
of chancre. 

The dry papule, or patch, is always in a dry condition, as its 
name implies. It is generally single and begins as a dull red 
spot. The surface is flat or convex, brownish red in color, 
and destitute of secretion. In some cases the papule sub- 
sides, while in others it bec^omes exulcerous. 

The umbilicated papule, or follicular chancre, is a rare 
form of the initial lesion ; commencing as a small pinkish 
elevation with central depression, it increases in size and 
assumes a red color. 

The purple necrotic nodule: This is a very rare form 
of the initial lesion, and usually occurs on the glans and in 
the coronal sulcus. Beginning as a small dark-red spot, it is 
finally converted into a purplish papule, which may either 
subside or go on to necrosis of the entire mass. 

The ecthymatous chancre : By this form of initial lesion is 
simply meant a chancre that is covered with a brownish-black 
or greenish-brown crust, as the result of local irritation, with 
pus-formation, which eventually dries up into a crust. 

Beginning in any of the above forms, the chancre finally 
develops into a superficial erosion, with purplish zone, sloping 
sides, smooth, red, shining floor, profuse serous secretion, 
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and situated upon and surrounded by a circumscribed mass 
of induration. 

Infecting balano-posthitis : This is a form under which the 
initial lesion sometimes appears, and may be mistaken for 
simple balano-posthitis, so that the surgeon should always be 
very guarded in making a positive diagnosis in these cases. 
The prepuce is infiltrated, its mucous membrane thickened, 
purplish-red in color, and slightly excoriated. The glans 
penis may or may not be eroded. In some cases the in- 
duration is localized, in others it is evenly distributed, 
causing phimosis from thickening and hardening of the 
prepuce. 

The induration of the chancre is a cartilaginous hardness 
of the tissues around and beneath the sore, and is not really 
typical until about the seventh or fourteenth day after the 
appearance of the chancre. It is due to a deposit of granu- 
lation tissue, which takes place without acute inflammation, 
and which is sharply defined at its circumference from the 
surrounding structures. The amount of induration varies, 
and depends greatly upon the site of the chancre ; it is always 
well marked in the sulcus behind the corona glandis, at and 
within the meatus, or on the corona, but is absent or very 
slight indeed on the glans itself. As a rule, the induration 
remains until the chancre has. healed, although its duration is 
largely influenced by appropriate treatment. 

Parchiicnt induration is that variety of induration in which 
the deposit is superficial and confined to the tissues directly 
beneath the sore. 

Relapsing induration: At any time during the course 
of syphilis indurated nodules may appear on the genitals ; 
usually upon the site of the original lesion, they are either 
superficial or deep, and may be mistaken for primary lesions, 
especially when their surfaces become eroded and give rise to 
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secretions. These nodules have been observed as early as the 
first and as late as the tenth year of the disease. 

The secretion of the chancre is profuse and serous in char- 
acter unless the sore has been irritated or infected, when it is 
rendered purulent; but even then the pus has a peculiar 
watery or shiny look, which must always be taken into con- 
sideration when making a diagnosis. 

The duration of the chancre varies in different cases and 
depends greatly upon the treatment. It may remain until 
after the development gf the secondary symptoms, but this 
should never be the case provided the lesion has had proper 
treatment from its incipiency. 

Termination : As a general rule the site of the initial lesion 
is not marked by a cicatrix, but by a purplish-red spot, which 
in time fades to white. If, however, the chancre was infected 
and suppurating, then there may be more or less of a depres- 
sion or scar left as a result of the local tissue-destruction. 

Treatment of the Chancre. 

The most thorough cauterization, or even the complete 
excision of the initial lesion, with all of the lymphatic glands 
and vessels in anatomical relation with it, even if performed 
at the time of its appearance, is of no avail in aborting syph- 
ilis, as the syphilitic virus or poison travels so rapidly by 
way of the blood-vessels and perivascular lymph-spaces that 
very distant and remote parts are infected by the time the 
chancre appears. For this reason, therefore, which has been 
demonstrated both clinically and microscopically by the most 
competent observers, excision and cauterization of the chancre 
as abortive measures should be abandoned. 

The local treatment consists in scrupulous cleanliness of the 
lesion and its protection from all sources of irritation and 
infection. The patient must be told to abstain from sexual 
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relations, no matter how insignificant the lesion appears, and 
to exercise the greatest care and pre<*aution in order to guard 
agsiinst the infection of innocent |)ersons. The sore should 
\w irrigated with l)ichlori(]e (►f niei-cury solution, 1 : 2000 or 
1 :.*J(HX), morning and evening, or oftener, and covered with 
absorlx'nt g:i!iz(,' or cotton saturated in this solution ; this 
<lressiiig is cliange<l every few hours, the soiled one being 
(lestn)yed imm<Hliately, an<l the patient told to wash his hands. 

In the same manner may be used the black or yellow 
wash, csiK-'cialiy if the sore shows a tendency to slough or 
iKM'omc serpiginous in character. 

liMloform, or iodoform and boric acid in equal parts, are 
very gocnl dusting ))()wders if sloughing has taken plaoe in the 
sore, but the (nlor of i(Mloform is so disagreeable that it can 
rarely l)e usihI in private pnictice. C'ah)mel, or equal parts 
of calomel and boric acid, may also he used in these wises. 
As a gen(Tal ndc, h(»w(»vcr, the best dressing for the chancre 
is absorbent giuize <»r (-(itton kept saturated with bichloride 
solution and changed at frequent intervals. 

If in spite of the above methods of treatment the chancre 
shows a tendency to spread and involve the surrounding 
tissues, then a little pure carl)()lic acid or nitric acid may 
be a|)plied very carefidly in the f(»llowing manner: the sore is 
washed with bichloride solution 1 : 2000, and dried, and a little 
pure carbolic acid cautiously applied by means of absorbent 
cotton woinid on a wckmIcu applicator. If nitric acid is used 
the (;han(!re should be antesthetized with 8 ])er cent, cocaine 
s(»luti()n and dried, and care taken to protect the healthy 
tissues from the action of the acidj which is carefully and 
sparingly aj)plied as above described, and the sore covered 
with a cold bi(^hloride dressing to allay inflammatory reaction. 
It must not be forgotten, however, that cauterization is very 
nirely, if ever, required in these cases, abfiolute cl^ardineaa heiny 
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the essential point in the treatment^ which, if properly carried 
out, will usually obviate the necessity for cauterization. 

Chancre situated beneath a long, tight foreskin that cannot 
be retracted, and from beneath which exudes a foul, purulent 
discharge, should always be exposed by making two lateral 
incisions through the prepuce, for which operation the reader 
is referred to page 1 76. 

When the chancre is just about cicatrized the remaining 
mass of induration should be kept constantly covered with 
50 per cent, mercurial ointment, which in a short time will 
cause it to soften and disappear, leaving a purple spot, which 
in time fades to white. 

Syphilitic Adenitis. 

The lymphatic glands in the immediate neighborhood of 
the chancre become indurated on about the seventh to the 
fourteenth day of its existence ; they are painless, freely 
movable upon and separate from each other, and do not 
suppurate unless the sore has been infected with pyogenic 
microbes. The overlying skin remains normal in all respects. 

Treatment: It is always best to use local rubbings of 
50 per cent, mercurial ointment over all glands in anatomical 
relation with the chancre, having first washed the integument 
with soap and water and then a little alcohol. A different 
group of glands is selected for each rubbing. Should suppura- 
tion occur, the pus must be evacuated by a free incision and 
the abscess -cavity treated on general surgical principles. 

The following table shows the situation of the enlarged 
glands in relation to the chancre : 
Chancres of the genital organs ; 



Inguinal glands. 



of the integument in their 
immediate neighborhood, or 
of the anus. 
Chancres of the lips and chin. Submaxillary glands. 
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Chancres of the tongue. Subhyoid glands. 

Chancres of the eyelids. Pre-auricular glands. 

Chancres of the fingers. Epitrochlear and axillary glands. 

Chancres of the arm and breast. Axillary glands. 

Syphilitic Ljnnphangitis. 

The lymphatic vessels Ixicome indurated about the same time 
as the chancre and run from it toward the nearest group of 
glands. They are hard and cord-like, and devoid of all acute 
inflammatory symptoms, provided the chancre is kept clean ; 
but if not, then suppuration may occur along their course. 

Treatment: The treatment for syphilitic lymphangitis is 
exactly the same as that just given for adenitis, namely, the 
local use of strong mercurial ointment, and the immediate 
liberation of any pus- formation. 

Differential Diagnosis of the Chancre and Chancroid. 



Chancre. 

Has a period of incubation ; gen- 
erally two or three weeks. 
Looks like a superficial erosion. 

The edges are sloping. 

The floor is smooth, shining, and 
red in color. 

The secretion is serous and pro- 
fuse. 

The induration is cartilaginous 
and sharply limited. 



The neighboring lymphatic glands 
are indurated, painless, freely 
movable beneath the skin, not 
matted together, and do not 
suppurate unless infection of 
the chancre has occurred. 



Chancroid. 

Has no period of incubation. 

Is " punched out " and excavated 
in appearance. 

The edges are undermined. 

The floor is uneven, "worm- 
eaten," and yellow in color. 

The secretion is purulent and auto- 
inoculable. 

There is no induration, but the 
sore may be surrounded by a 
zone of (edematous infiltration, 
not sharply limited. 

If the neighboring lymphatic 
glands are involved, they form 
an inflamed, painful mass, which 
usually suppurates; the over- 
lying skin becomes red, tender, 
and hot. 
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Chancre. Chancroid. 

The tissues around the sore are The tissues around the sore are 

purplish in color from venous bright red in color from acute 

congestion. inflammation. 

THE SECONDARY PERIOD. 

In some subjects the commencement of this period, which 
begins at about the end of the forty-fifth to the ninetieth 
day, is marked only by cutaneous lesions (syphilides) and 
general adenopathy both of the superficial and deep lymphatic 
ganglia. While in others, particularly in women and nervous 
subjects, there are various constitutional disturbances, such as 
fever, headache, neuralgia, pains in the bones, muscles, or 
joints, insomnia and anaemia. 

Syphilitic fever varies considerably in different cases, run- 
ning from 101° to 102°, or even as high as 105° F. It is 
most marked in women and nervous subjects, and may be 
either intermittent, remittent, or continued in character; as a 
rule, it is higher at night and just prior to the appearance 
of an eruption, after the development of which it usually 
subsides spontaneously. The fever may be accompanied by 
chilly sensations, or even a well-marked chill, and followed 
by mild or profuse sweating ; there is a corresponding accel- 
eration of the pulse and respiration. Syphilitic fever 
is uninfluenced by quinine, but yields readily to mercurial 
treatment. 

Neuralgic pains in different parts of the body, intense head- 
ache, and pains in the bones, joints, tendons, and muscles, 
which become worse at night, are very common at this period 
of the disease, especially in those who have previously suf- 
fered from similar non-specific affections. 

Insomnia accompanied by various delusions is sometimes 
met with, especially in women and nervous subjects. 

Anaemia during this stage is frequently encountered gener- 

13_V. D. 
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ally in run-down and debilitated subjects. There is a marked 
increase* in the number of wliite blood -corpuscles, with a cor- 
responding decrease in the nunilwr of re<l corpuscles. 

The skin and mucous membranes are very susceptible to 
irritation and inflammation, as may frec|uently be obser\'ed 
in the slow healing of wounds and scratches in syphilitic 
subjects. 

Syphilitic analgesia consists in the loss of the sense of 
touch, of heat or cold, and of the perception of pain. It 
occurs in men and women, but most fre(|uently in the latter 
sex. In some cases it extends over the entire body, while in 
others it is restricted to certain reorit>ns. Its favorite locali- 
ties arc the dorsal surfaces of the forearms, the hands, the 
ankles, and the feet. Beginning during the early secondary 
period, it may last for several months. 

Icterus is sometimes observed during the secondary' stage, 
and is caused by a congestion of the mucous membrane of the 
ductus communis choledochus. 

THE SYPHILIDES. 

In the following descriptions of the various cutaneous 
manifestations of sypliilis, the reader must bear in mind 
and clearly understand that, as a general rule, the roseola or 
macular sypliilide is the first and only eruption commonly 
seen in otherwise liealthy subjects who undergo a proper 
treatment, and that papules, pustules, gummatous infiltra- 
tions, etc., are in reality due to improper and insufficient 
treatment, or to some intercurrent disease, habit, or condition 
which undermines the patient^s health and vitality, thus 
rendering his tij^sues more susceptible or vulnerable to the 
action of ^he syphilitic vims or poison. 

The syphilides constitute the various lesions of the skin 
which may appear at any time during the course of the dis- 
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ease, and are caused by a localized hyperaeraia and a varying 
amount of cell-infiltration. The hypersemic or erythematous 
syphilides are peculiar to the early stages, while those due to 
cell-infiltration appear later. The infiltrating cells are small, 
round, granular, nucleated bodies, resembling somewhat white 
blood-corpuscles, and very similar to the cells found in the 
initial lesion and the later gummatous tumors. 

The course of the syphilides is chronic, and marked by the 
absence of acute inflammatory symptoms. As a rule, there 
is no pain or itching except when the lesions degenerate or 
are situated on the scalp, when they may then cause more or 
less irritation. 

Sometimes several varieties of lesions are present at the 
same time ; this occurrence is due to bad and neglected treat- 
ment, and to the chronicity of the syphilides and their ten- 
dency to relapse. Their color, which is at first pinkish red, 
finally fades to a brownish red or copper color; these pig- 
mentary changes are probably due to a deposit of the coloring- 
matter of the blood in the affected spots. 

Relapses, particularly of the erythematous and papular 
syphilides, are apt to assume a circular or ring-shaped form. 

The Erythematous Syphilide. 

Synonyms : Syphilitic erythema, syphilitic roseola, macular 
syphilide, syphilis cutanea maculosa, or syphiloderma erythe- 
matosum. 

The erythematous syphilide is usually the first eruption to 
appear, and marks the commencement of the secondary period 
of the disease (forty-fifth to the ninetieth day). It exists in 
all cases of syphilis, but may be so faint and scanty in some as 
to escape observation. 

The lesion consists of round, oval, or irregular spots of 
hypersemia with a diameter of from one line to half an inch. 



196 THE SYPHILIDES, 

Their color varies from a delicate pink to a decided red or 
even purple h!ie. In some cases there is only a mottling of 
the skin, or the eruption is so faint as to be invisible except 
on careful examination. Exposure to cold brings the spots 
prominently into view, which can bo accomplished by apply- 
ing alcohol to the surface or having the patient undress in a 
cool room. 

Site : As a rule, the eruption appears first near the umbili- 
cus, then spreads over the trunk and extremities, especially 
on their flexor aspects ; the dorsal surfaces of the hands and 
feet are rarely invaded, but the spots are very persistent on 
the palms and soles, where they may form scaling patches. 
On the back the eruption follows the obliquity of the ribs, 
from the median line outward. When it cccurs on the scalp 
it is usually accompanied by alopecia. On the genitals of 
either sex the macules may hypertrophy, and thus form 
condylomata lata ; the same is true if they are situated about 
the anus, the umbilicus, the nose, the mouth, or in the folds 
beneath and between the breasts, or where surfaces of skin 
are in contact. If the face be involved, the eruption is most 
marked about the nose, mouth, chin, and especially on the 
forehead at the border of the scalp, where the macules form 
the so-called " corona veneris." The eruption on the face is 
generally covered by fine scales of epidermis or yellowish- 
white crusts. 

With this eruption we may have condylomata lata, alopecia, 
aflfections of the nails, slight periostitis, or even osseous 
lesions, and scaling of the palms or soles. Iritis is rare, but 
may occur at this period. 

The course of the erythematous syphilide is slow, its dura- 
tion depending upon the degree of hyperaemia and the treat- 
ment. Relapses may occur during the first year, the eruption 
then being localized, circular, or ring-shaped. 
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Treatment : Although the internal administration of mer- 
cury causes the roseola to subside, the most rapid and satis- 
factory method of treatment is by inunction, using strong 
mercurial ointment on the body and extremities, and ammo- 
niated mercurial ointment upon the scalp and face. 

The Papular Syphilides. 

The lesion of the papular syphilides consists of circum- 
scribed cell-infiltration into the integument. 

It is sometimes the first eruption of the secondary stage, or 
may occur simultaneously with the erythematous syphilide, or 
even as late as the tertiary period. 

There are two varieties of the papular syphilide : the coni- 
cal or miliary papular syphilide, and the denticular or flat 
papular syphilide. 

The conical or miliary papular syphilide : This syphilide 
has two varieties : the large conical or miliary papular syphi- 
lide, composed of large papules, and the small conical or 
miliary syphilides, composed of small papules. 

The large miliary papular syphilide is less common than 
the small variety, and is frequently associated with it. The 
papules are conical, red in color at first, but finally assume a 
c()ppery hue. They rarely appear in large numbers, and are 
generally scattered over the body. The papules are most 
profuse on the back and buttocks, the front of the thighs, the 
face, and the back of the neck. They are very prone to 
pustulate and degenerate into ulcers. 

In the small miliary papular syphilide the papules are about 
the size of a pin's head, round or conical, sometimes umbili- 
cated, and of a deep pinkish-red color. They are grouped 
either in the form of circles, segments of circles, or like the 
letter S or figure 8. 

The eruption begins about the face, and thence invades the 
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entire body. Frequently some of the papules are converted 
into vesicles or pustules by the formation of serum or pus on 
their apices. 

The lenticular or flat papular syphilide : There are two 
varieties of this syphilide : the small lenticular or flat papular 
syphilide, composed of small papules, and the large lenticular 
or flat papular syphilide, composed of large papules. 

Small lenticitlar or JUd papular syphilide : In this form 
the papules begin as little red spots, and rapidly increase in 
size to one-eighth or even one-(piarter of an inch in diameter. 
They are round or oval, with flat surfaces and sharply limited 
margins. The papules first appear about the shoulders, the 
back of the nock, or the sides of the thorax, and are rapidly 
followed by others on the face and the front of the neck ; the 
trunk and bodv trenerally arc then invaded, and on the back 
the eruption follows the course of the ribs. They are espe- 
cially numerous on the flexor aspects of the extremities and 
near joints. The supra- and infra-clavicular regions are not 
invaded. They are more numerous on the palmar than on 
the dorsal surfaces of the hands. 

If the ])apules extend below the knees, they are sparingly 
distributed on the inner surfa(^es of the legs, and sometimes 
on the soles. This syphilide frequently spares the face, 
although it may form the so-called " corona veneris." 

The color, which is at first a pinkish-red, soon becomes 
copj)ery ; on the legs it may be purple, owing to blood-stasis 
or effusion. 

The amount of scaling varies greatly in different subjects 
and on the various parts of the body. 

The scales on the papules are small, adherent, and yellow- 
ish white in color. Under mercurial treatment this eruption 
disappears rajiidly, but leaves copper-colored spots of pig- 
mentation for some time. 
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A relapse of this syphilide may occur at any time within 
two years after infection, and the papules then tend to form 
circles, or segments of circles, on the elbows and knees, and 
may be accompanied by papules on the shoulders and trunk. 

Large lenticular or flat papular syphilide: Commencing 
as small spots, the papules increase rapidly in size ; they are 
elevated, sharply defined, and covered with small scales ; in 
diameter they vary from three-eighths of an inch to one inch. 
The color, which is at first red, soon becomes coppery. Their 
course is chronic, unless checked by appropriate treatment. 
This syphilide, which really belongs to the middle and late pe- 
riods of the secondary stage, is rarely seen as the first eruption, 
but may appear as late as the second and even the third year. 

The eruption consists of a large number of papules scat- 
tered irregularly over the body. Upon moist, warm, and 
unclean surfaces papules, either large or small, become ex- 
coriated and transformed into condylomata lata with a foul 
and infectious secretion, as between the toes, around the 
umbilicus, at the margin of the nostril, on the perineum, 
about the genitals, and between the thighs and scrotum. 

The treatment of the papular syphilide is essentially the same 
as that just given for the macular rash, except that in this 
form little if any reliance should be placed on internal medi- 
cation, the patient receiving inunctions of strong mercurial 
ointment, sometimes combined with potassium iodide inter- 
nally. Hot sublimate baths, taken at l)ed-time, are sometimes 
of great service in these cases, and should therefore be borne 
in mind, especially in rebellious and persistent rashes. 

Scaling Papular Syphilide of the Palms and Soles. 

Scaling papular syphilides of the palms and soles may 
occur at any time during the secondary period or with ter- 
tiary lesions. 
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Their course is chronic, painless, and unaccompanied by 
itching. The well-marked scaling syphilides of the palms 
and soles may appear as early as the third month or much 
later. At first the papules are elevated, sharply defined, and 
of a ^leep-red color ; they increase in size, fuse together, and 
form irregular spots and patches. 

There is a general thickening of the epidermis, with scaling 
an 1 redness of the surface ; in severe cases the furrows of the 
hand may be converted into painful fissures, which are liable 
to last for months or even years in improperly treated cases. 
This affection may extend along the fingers to the nails, which 
then become brittle and thickened. 

If the process continue, there may be a general cornification 
of the epidermis of the palm or sole, which becomes per- 
forated with small holes, from which can be extracted chalk- 
like masses of epidermis ; this condition is known by some 
as " syphilis cutanea cornea.'' 

Treatment: Besides a carefully conducted and efficient 
constitutional treatment, these cases require prompt and vig- 
orous local measures. The patient must be told to avoid as 
much as possible any kind of work or exercise that causes 
traumatism or friction of the parts, which should be washed 
in hot bichloride of mercury solution, dried, and then rubbed 
thoroughly with strong mercurial ointment, which is left on 
as long as possible, the treatment being repeated every night 
until recovery is well established, when the intervals are made 
longer. Local fumigations of calomel or calomel and cinnabar 
are of service in some of these cases, as is also a strong calo- 
mel ointment. The part having been treated as above de- 
scribed, is covered with a heavy glove, or suitable dressing, 
which is worn at night and, if practicable, during the day. 
Mercurial iJaster, or bichloride of mercurv in flexible colic- 
dion, will also be found useful in some of these cases. 
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^lie PuBtular STphilides. 

9 may np|>ear at any time during the aecond- 

ri qa late as tlic tortiary period. Tiio pustules 

Jill tliat of a piu'a liMid to that of a. ten-cent 

j| •<r oval, and surrounded by a <«ppery zone. 

t 11- papules or pustules. In some cases they 

inijy, while in others they are limited to Bpe- 

j..l,ip3es may occur, esjieeially in improperly 

till! crusts of the small pustules are greenish 

v; (hose of the larger and later ones being 

illicit, "I firm consistence, and somewhat adherent. 

g^uiull crusts there is little if any suppuraton, but 

tttrg^r ones there are well-marked ulcers, secreting 

Wtiish yellow pus. 

\ pnfitular or acnefoim ssrpliilide : This is a papulo- 
uyphjlide and attacks the sebaceous and hair follicles. 
II, conical, or slightly rounded pustules, 
t- form the entire eruption or be accompanied by a 
erythematous syphilide. 
wppearajice of this eruption is usually attended by more 
■J- les:* f(;ver, which may last for some days, the temperature 
• jiryiug from 90" to 100° F., or over. 

The <!olor of the bases of the pustules is at first bright red, 
imt raiitdly becomes brownish red. The apices of the pustules 
;iii? first yellow, but the pus is soon clmnged into a greenish- 
brown, fiomewhat adtiercut crust. 

In some cases the pustules arc tniusfornied into small ult«rs; 
in oUicrs they run together, forming complete or partial Hugs. 
The eruption usually l)egins al)out the face, the scalp, the 
back of the neck, and the shoulders, and may then invade the 
entire body, but is most marked upon the scapular, sternal, 
and gluteal re^ons, and on the outer aspects of the extremities. 
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This syphilide generally appears from the third to the sixth 
month of the secondary period, and may run a very chronic 
course; it relapses usually as a larger pustular or tubercular 
syphilide. The pustules leave small brown spots of pigmenta- 
tion which disappear in a few months, or cicatrices which 
destroy the hair follicles, thus producing permanent alopecia. 

The large pustular or impetigo-form syphilide: This is a 
pustulo-crustaceous eruption, having a tendency to involve 
large areas of surface and to become serpiginous in character. 

It usually apj)ears about the middle or latter part of the 
first year of the disease, but may occur earlier or later. 

Most of the pustules are about the size of a pea, or larger, 
and found upon the hairy parts, seldom on the hands and feet. 

The eruption commences as red spots, which are soon 
transformed into pustules ; these are covered by dark-brown 
adherent crusts, which may run together, thus forming jmtches 
that attain a diameter of several inches ; this is well seen on 
the face, at the margin of the scalp, in the scalp itself, about 
the alae nasi and commissures of the lips, upon the chin, and 
in the beard. 

In some cases the eruption becomes serpiginous, generally 
upon the u])per extremities ; it extends by a ring of ulcera- 
tion, covered with a crust, and enclosing a healed area of 
skin. This serpiginous process may be either superficial or 
deep, according to the amount and depth of tissue it destroys. 
In neglected and untreated cases the ulceration may cause 
great destruction of tissue, especially upon the face and head ; 
this is rarely seen, however, if the patient receives early and 
proper treatment. Healing occurs under the crusts, which 
fall oflT, leaving smooth, red surfaces that remain pigmented 
for several months. 

This eru])tion is rarely present with the erythematous 
syphilide, but is not uncommon with the papular variety ; it 
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generally occurs in debilitated and alcoholic subjects, or in 
those who have neglected early treatment. 

The variola-form S3rpliilide : This is a much less common 
eruption than the acneform variety, and resembles variola 
and varicella. 

It is compose<l of round, superficial pustules, beginning as 
red spots, which in a day or so are converted into pustules. 
The pustules are surrounded by a deep-red areola ; when 
fully developed they become umbilicated. In about a week 
greenish -brown, slightly adherent crusts are formed, beneath 
which is an ulcerated base. 

They run a chronic course, do not increase in size, but in 
severe cases may merge together. 

They occur where the skin is soft and delicate, as upon the 
forehead, and at muco-cutaneous junctions, and are rarely 
found in the palms or on the soles. 

The eruption begins about the face and spreads over the 
rest of the body. 

When the crusts fall off, their former sites are indicated by 
spots of pigmentation. 

The ecthyma-form syphilide : There are two forms of this 
syphilide — the superficial and the deep. 

The superficial form may appear at any time during the 
first year of syphilis, and consists of pustules ; these begin as 
red elevations of the skin, which are soon transformed into 
pustules; these increase in size and are covered by round or 
conical crusts of a vellowish-brown color. Beneath the crust 
is an ulcerated surfac^e, which secretes a thick pus. 

The pustules generally appear first about the scalp, particu- 
larly at its junction with the face and neck, and in a short 
time invade the various parts of the body, as the anterior 
surfaces of the legs and forearms, the trunk, and the inguinal 
and gluteal regions. The pustules may be disseminated. 
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grouped in patches, or arrangeil in the form of circles or seg- 
ments of circles. In some cases thev leave cicatrices, while 
in others thev do not. 

The deep form of this sypliilide is, as a rule, a late manifes- 
tation, but may be preinxMous, and is then verv malignant. 

The eruption Innrins as n)und or oval eU»vations, upon 
which pus forms ; tliis dries into a blackish brown crust, 
liaving l>eneath it a deep, sliarply deiineil ulcer, which, when 
healed, leaves a while cicatrix. 

AVhen the eruption is matureil, it consists of an incrusted 
jiapulo-tul)ercle, from one-i|uartcr to one-lialf an inch in 
diameter, and surnumded l>v a i^>pi>erv-colored zone. 

It is most marlvKl ujxm the anterior surfaces of the legs, 
the arms, alK>ut the face, and on the lower portions of the 
trunk. 

The eruption isdevelojKHl very slowly and in successive crops. 

Treatment : The pustular syphilides recpiire a vigorous con- 
stitutional, as well as a cleanly Kk^I treatment. Fumigations 
of calomel give very satisfactory' results in these cases, as the 
mercury is dcjHjsiteil UjH»n the lesions without causing anv 
pain or irritation, as might follow the inunction method, 
which, however, is sometimes of service*. 

Ammoniated mercurial ointment should l>e applied to the 
face, and the lesions kept scrupulously clean by frequent wash- 
ing with mild bichloride of mercury solution, especially when 
the pustule ruptures or the crust or s(\ib comes off, thus 
leaving a raw surface, which should lx» dusted with dilotnel, 
or equal parts of calomel and jwwdered boric acid. "' '*' 

It is very important in these cases to build up the patient's 
general condition with tonics, and also a nutritious and easily 
digested diet. Gentle exercise in the open air and sunshine 
IS very essential for these patients. Hot sublimate baths 
taken at night act very satisfactorily in some cases. 
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Bupia. 

The eruption consists of ulcers covered by laminated 
crusts. It may appear during the first year of syphilis, but 
is usually a late manifestation of the disease. 

There are two vaxieties of rupia : one in which the crusts 
are small, numerous, and scattered ; another in which they 
are larger, less numerous, and grouped together. 

The small variety begins about the face or the forearms, 
and may then invade the trunk and the lower extremities. 

The large variety is most common on the face and trunk, 
but may also appear on the extremities. 

The lesion begins as a red spot which is transformed into a 
flat pustule ; this soon dries into a small greenish-brown crust, 
having beneath it an ulcerated surface, the secretion from 
which forms another and larger crust under the initial one ; 
this process continues, each crust being larger than the pre- 
ceding one, until finally we have a conical, laminated, brown- 
ish-black, hard, adherent crust, beneath which is an under- 
mined ulcer, with a foul purulent secretion and surrounded 
by an area of redness. 

The lesion is generally single, although several may be 
formed at the same time. 

The resulting cicatrices are shining white, depressed, and 
surrounded by a brownish line of pigment which remains for 
several months. 

Treatment : The patient is put on full doses of the " mixed 
treatment." The crusts are carefully removed, and the re- 
sulting ulcers dressed with weak bichloride solution, or, if 
preferable, a calomel dusting powder. Tonics, fresh air and 
sunshine, and plenty of good nutritious food are very essen- 
tial factors in the treatment of these cases. 
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The Bullous Syphilide. 

This syphilide begins as an effusion of serum beneath the 
epidermis, and, becoming turbid, is finally converted into pus. 
Tlie pus gradually dries into an adherent greenish-black 
(Tust, beneath which is an ulcer. 

The bidlcv, vary greatly in size and are surrounded by a red 
areola. They generally occur on the forearms and legs, but 
may also invade the trunk, and are then most marked upon 
the chest. 

This is usually a late manifestation and runs a chronic 
course. 

Treatment : The treatment is essentially the same as that 
just given for rupia ; strong " mixed treatment," local clean- 
liness, tonics, and plenty of good food being indicated, as well 
as fresh air and sunshine. 

The Tubercular Syphilide. 

The tubercular syphilide consists of circumscribed or dif- 
fuse infiltrations involving the entire thickness of the skin. 

It really belongs to the tertiary period, but may be de- 
veloped early in the secondary stage. 

The non-ulcerative or resolutive tubercular syphilide occurs 
in two forms : first, as sharply defined, conical, or rounded 
tubercles, and second, as more or less elevated, flat, sharply 
circumscribed, • and often scaly patches. As a rule, these 
lesions do not ulcerate. 

First form : The conical or rounded tubercles vary in size 
from one-third of an inch to an inch or more in diameter, 
and are deeply seated in the derma. They begin as pinkish 
or dark-red spots, and eventually become deep, circumscribed 
tubercles of a pinkish-red, coppery, or brownish-red color. 
On the face they have a smooth, shining surface, with little 
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or no scaling, but upon other regions they are frequently 
covered with large adherent scales. 

If this syphiHde appears in the secondary period, it usually 
invades the entire body ; but if it occurs later, it shows a ten- 
dency to attack the face, the forehead, the scalp, the back of 
the neck, the. shoulders and scapular regions, the thorax, and 
especially the back, the gluteal regions, the outer aspects of 
the extremities near the joints, and the backs of the hands, 
very rarely the palms and soles. When developed upon 
certain regions this eruption occurs in groups which may be 
either circular or irregular in outline. On the forehead it 
may form the so-called " corona veneris.'^ 

Sometimes upon the face one or more tubercles coalesce, 
forming a patch, which rapidly increases in size along its cir- 
cumference, while atrophy and absorption take place at the 
center ; in this way producing an elevated circle enclosing a 
central depressed patch of atrophied tissue. 

On the body the course of this syphilide is practically the 
same as upon the face. 

Second form : This consists of flat, sharply circumscribed, 
deeply seated patches, and is less frequent than the first form. 
It commences as small red spots which increase in size from 
one to two inches in area. The tubercles are slightly elevated, 
and look like patches of thickened and reddened skin covered 
with scales, and surrounded by a narrow areola of redness. 
They have a marked tendency to relapse. 

Their course is chronic, lasting weeks, months, and even 
vears. 

Exceptionally they form circles, or, if irritated, patches, 
which may increase at the periphery and atrophy at the center. 

On parts subject to friction or pressure the tubercles some- 
times ulcerate. 

Treatment; These patients should take full doses of the 
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"mixed treatment," and apply strong mercurial ointment 
locally. Fumigations are of great value in some cases, as is 
also the hypodermic injection of bichloride of mercury com- 
bined with iodide of potassium internally. 

The Gummatous S3rpliilides. 

There are two varieties of these syphilides : the early sec- 
ondary or precocious gummata, and those occurring late in the 
disease and called tertiary. 

Of the early secondary or precocious gummata there are 
three varieties : the generalized, the localized, and the neurotic. 

The generalized variety may appear as early as the eighth 
week or as late as the middle of the second year of the dis- 
ease. 

It begins as small circumscribed swellings beneath the skin, 
which soon adhere to it and form bright red spots about the 
size of a bean. As they increase their color becomes coppery. 
When fully developed they are firm in consistence, and are 
then said to be in the stage of condensation ; as they mature 
they become softer and pass into the stage of softening. 

If the disease progresses favorably, these lesions do not 
ulcerate, but resolve, leaving spots of pigmentation. 

This eruption may be general and involve the entire body. 
Its favorite sites are the arms, the forearms, the back, the 
chest, the gluteal regions, the thighs, and the legs. 

If ulceration takes place, the tumors become dark red in 
color and fluctuating, the integument is destroyed, and thus is 
revealed an unhealthy, undermined ulcer, secreting sanious 
pus. 

The localized variety usually appears about the fifth month 
or within the first year, and in some instances even later. 
The tumors are the same as in the first variety, except that 
they are larger and more indolent. 
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The eruption is generally found on the head, the face, the 
pharyngeal walls, the mouth, the forearms, and the legs, but 
may also be met with upon the trunk, the arms, and the thighs. 

These tumors, likewise, have the stages of condensation and 
softening ; they may either be absorbed or ulcerate. 

The generalized and localized varieties of gummata occur 
in elderly, debilitated, and alcoholic subjects. 

In the neurotic variety the syphilide appears during the 
very early months of the disease, is preceded or accompanied 
by severe neuralgic or rheumatic pains in the joints or muscles, 
and by general malaise and debility. There are flashing, 
burning pains, either intermittent or continuous, at the sites 
of the lesions. There are also some rise of temperature, loss 
of appetite, and emaciation. The tumors generally occur on 
the forearms and legs, but may be found upon the shoulders, 
the arms, the thighs, the chest, and the trunk. 

This eruption consists of two lesions : first, of oval or round 
tumors or irregular plaques, and, second, of tumors situated 
in the subcutaneous tissue and freelv movable beneath the 
skin and upon the fascia. 

The tumors begin by infiltration into the skin and con- 
nective tissue; at first they are bright-red, round, or oval, 
circumscribed swellings, which soon become raised above the 
level of the surrounding integument. 

In some cases the bright-red color becomes darkened into 
a blackish-red, in others into a deep bright-red, and again in 
others the center becomes white and is surrounded by a deep- 
red border. 

Some cases resolve, others ulcerate, and if the latter be the 
case the resulting cicatrices are usually superficial. 

Late or tertiary gummata : These lesions belong to the late 
stages of the disease, and consist of circumscribed tumors. 

The eruption is composed of a small number of lesions 

14— V. D. 



210 THE SYPHILIDES, 

whose course is slow and painless. It generally occurs on 
parts where the connective tissue is loose and abundant. 

AVhen the lesions are subcutaneous they are gummous or 
gummatous tumors ; but if they ulcerate and involve the skin 
they are called gummatous ulcers. 

This syphilide has three stages: the stage of tumefaction, 
the stage of ulceration, and the stage of repair. 

It commences as painless movable nodules about the size 
of a pea, and situated beneath the integument. As they 
increase in size they form adhesions with the skin, perios- 
teum, and fascia. 

The integument over the nodules is at first red, but finally 
becomes coppery red and much thickened. 

The lesions are true gummy tumors, varying in size from 
that of a pea to several inches in diameter, more or less con- 
vex and surrounded by an area of inflammation. They are 
prone to develop in groups, and may either fuse together or 
remain isolated. The tumors mav remain solid for weeks or 
months, and with proper treatment undergo resolution ; but, 
as a rule, they degenerate in either of the following ways : by 
ulceration, which may occur on the skin and involve the entire 
lesion, or the new growth may soften and cause ulceration in 
the skin. The resulting ulcer is similar in shape to the 
tumor ; the floor is uneven, reddish green or yellowish green in 
color, and secretes sanious, fetid pus. The edges are shaq)ly 
cut, perpendicular, and surrounded by an inflammatory areola. 

The cicatrices, which are thin in some cases, but thick and 
rough in others, soon lose their coppery color and become 
white. 

The course of the gummata is very chronic. This syphilide 
may occur on the scalp, the face, or the neck ; its favorite sites 
are on the extremities, near the joints, the back more fre- 
quently than the chest, very often upon the gluteal regions, 
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rarely upon the lower part of the abdomen, never on the 
palms or soles. 

The ulcers may become serpiginous, phagedenic, or gan- 
grenous. 

Treatment: The treatment of the gummatous syphilides, 
both early and late, depends entirely upon their condition. 
If seen during the stage of infiltration, before ulceration has 
commenced, then the " mixed treatment," or full doses of the 
iodide of potassium, should be combined with local inunctions of 
50 per cent, mercurial ointment. After ulceration has occurred 
incision may be necessary ; but it must not be practised too 
soon, as absorption sometimes takes place even at this late 
period as a result of careful local and internal medication. 

Gummatous ulcers should be freed thoroughly from all 
sloughs and debris, and dressed in the usual surgical manner, 
the patient being placed on strong constitutional treatment. 

The Serpiginous Syphilide. 

There are two varieties of this syphilide : the superficial 
and the deep. 

The superficial serpiginous syphilide belongs to the early 
period of syphilis, and begins as a pustule ; a crust forms 
upon it, beneath which is a superficial ulceration ; the crusts 
fall off except at the periphery, where they form a ring, the 
enclosed area being oval or round in shape and hyperaemic. 
Beneath the ring of crusts is a corresponding ulcer, sur- 
rounded by an inflammatory areola. The ulcerative process 
extends, being covered by the crusts, while the central portion 
cicatrizes. When ulceration ceases, it leaves slight atrophy 
of the skin and copper-colored pigmentation. 

The deep serpiginous syphilide originates in one of the late 
or tertiary lesions, such as a tubercle, an ecthyma-form pustule, 
or an ulcerating gumma. 
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Chancre-: similar to thi»se in the superficial variety take 
j)lare until tlitn- i-- •ItvelojH.'*! a rt**! cicatrix surrounded by a 
widf rin*/ **f t:n.fni-li-l»lark crusts, beneath which is an 
uIcvratiniT, riri::— hajMnl ^u^iac•e. 

This syj»hili<l«- i> rathrr rare ami chnmic in its course, 
s<»uietini«*s cxt^inlint: «»vtT vears. 

It caus«'s litth* painaml usually «K^rurs on the inner surfaces 
of the arm- an«l fnn-arnis, ujx»n the breast and the h»gs. 

The n'-ultinir cicjitrices may Ik.* thick or thin, and if situ- 
ated near joints tlit-y art* liable to cause permanent deformity 
from their <*ontraetion. The pigmentation finally fades, 
leaviui^ whitish >cars. 

Treatment : FlHse <-as<;\s must have a strontj " mixed 
treatment/' or inunctions cjf mercurial ointment combined 
with iMjtassium iodide in full do.-e. The crusts are carefidlv 

1 ml 

and gently reniove<l, and the underlying ulcers cleansed and 
dressed with mild bichloride of mercurv solution. Tonics 
and plenty of goo<l, nutritious food are of the utmost impor- 
tance in the treatment of these cases, as are also fresh air and 
sunlight. 

The Pigmentary Syphilide. 

This svphilide occurs in the earlv months of the disease 
ancl consists of brown or yellowish-brown spots or patches. 

There are three forms of the pigmentary syphilide : 

The first form consists of sharply defined or irregular spots 
or patches, of a yellowish-brown or brown color, which is 
unailc(;te(l ))y pressure. They vary in size from that of a pea 
to an inch or even more in diamc^ter, are not elevated, do not 
scale, and niav remain for weeks or months. 

Th(i second form occurs as a ditfuse pigmentation, and is 
more common than the first variety. It usually begins on 
the sides or the back of the neck, and thence invades the 



MALIGNANT PRECOCIOUS SYPHILIDES. 213 

chest and back for a short distance. The color varies in 
different subjects, from a very light to a light brown or even 
a decidedly brown hue. Upon the surface of a patch appear 
several small, round, oval, or irregular white spots ; these 
increase slowly, in some cases becoming whiter than the 
normal skin, while in others they are of the same color. 

This condition lasts for several months, and then disap- 
pears, leaving the parts in a perfectly normal condition. 

The third form consists of an abnormal distribution of the 
pigment of the skin, and is the least common of all. 

The normal color of the integument becomes white, in 
spots of irregular size and shape ; the spots are surrounded 
by a dark border, which becomes deeper in' color as the white 
spots increase. After a period of several months the skin 
resumes its normal color. 

The lesion may appear as early as the second or third month, 
but usually occurs at the sixth month, and during the second 
or even the third year. 

It is more common in females than in males, and usually 
appears before the thirty-fifth year ; it is also quite rare in 
older persons. 

This syphilide is generally situated upon the neck, and 
especially its sides, less frequently upon the forehead and 
face, but may also appear upon the flexor surfaces of the 
extremities. 

Treatment : Besides a suitable constitutional treatment, 
the patient should have local inunctions of mercurial ointment 
over the affected areas, which may also be washed occasionally 
with hot and strong bichloride solution. 

Malignant Precocious Syphilides. 

Definition : By malignant precocious syphilides are under- 
stood certain eruptions, which, having a malignant ulcerative 
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tendency, appear early in the course of the disease, and are 
accompanied by general cachexia. 

Occurrence : Pustular eruptions, ])articularly the impetigo- 
form and the ecthy ma-form syphilides, and less frequently 
the papular eruptions, are prone to assume these characters. 
Such complications generally occur in debilitated and sickly 
subjects, in those addicted to alcoholic stimulants, or suffering 
from some form of severe and exhausting intercurrent dis- 
ease. A faulty treatment is also a causative factor in some 
cases. 

These syphilides are divided into three distinct classes or 
varieties. 

T\\Q first is a pustular eruption, accompanied by ulceration 
and crust-formation. It commences as pustules, which ulcer- 
ate and form greenish-black crusts ; the ulcers are deep and 
have a foul purulent secretion. Beginning upon the face or 
scalp, it extends to the arms, and may eventually invade the 
entire body. 

The second begins as small tubercles, which are rapidly 
transformed into ulcers, covered bv thick crusts. Its course 
and situation are similar to the preceding class. 

The third variety is a verv destructive and, fortunat^lv, 
quite uncommon syphilide. 

It commences as dark-red, deeply seated tubercles, in the 
center of which a black slough forms ; it increases in size, 
and is thrown off, exposing a deep undermined ulcer, with 
foul ichorous secretion. Each tubercle is surrounded by a 
zone of redness. If healing occur, a depressed, copper-colored 
cicatrix is left, which in time becomes white. The eruption 
is situated upon the face, the extremities, the shoulders, and 
the buttocks. 

The invasion is rapid, but the course of the lesion is 
chronic. 
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vdiiig the appeaninco uf tliese 9yi>liilideM 
ill.- of temperature, aeponipaiiicd by gi-nei-al 
iiiLitilgit! j>aiti!^, loss of appetite, and a more 

ii ' jiutient must be put upon a nutritious 

. Ill' iitlded alcobolic stimulunt-j u(!»mling to 

'' llio e;ise. Tonics, suuh as strvdiiiine, 

111', maybe aduiioistDPed, cither alone or 

! In: hxail treatment consists in keeping the 

clean with mild biohloride irrigations and 

!t!)titiiti(mti1 trojitmoiit consists in the ad- 

■(■ury hy inunction, hyjuxlermic injection, 

mtiined with the iodide of potassium or so- 

Tliese patients must be kept in well- 

t i^ry riK>ms or wards, to which sunlight has 



I OF THE AFFENDAaEB OF THE SKIN. 
The Hair. 
lJs a oomtnon manifestation of syphilis in those 
t'have not received a proper regional treatment, but 
« encountered, and then to a limited extent only, in 
Wt have. It may l>e either slight or quite extensive, 
Impermanent, and runs a rapid course in some oases 
I chronic oue in uthers. 

Sa general rule, it is unaccompanied by heat or itching. 
Iiere may be no marke<l lesions of the scalp, or there may 
k'be macules, papules, jmstules, or ulocrM. 

The eyebrows, tin' board, and the moustache, the hair of 
I^Ljinbes the axill;(\ and that on the body geuondly may be 
i ; the eyelashes are seldom attacked, unless by an 
ittive lesion. 
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There are two vaneficti of syphilitic alopecia : first, a general 
thinning of the hair ; and, second, loss of the hair in spots or 
patches of irregular size and outline. 

Alopecia generally occurs about the third month of the 
disease, but may appear at any time before the end of the 
second year. 

It is the result of imi)aired nutrition of the hair-follicles, 
due to the syphilitic virus. Permanent baldness results 
from ulcerative processes attacking and destroying the hair- 
follicles. 

Prognosis: As a rule, the prognosis is good, provided the 
loss of hair has not been too extensive and the hair^foUicles 
have not been destroyed. 

Treatment : Syphilitic alopecia requires both constitutional 
and local mercurial treatment. The head should be sham- 
pooed about once a week with soap and water, to which has 
been added a little borax. Tlie hair is kept moderately short. 
Every night an ointment consisting of 40 grains of white 
precipitate to an ounce of cold cream should be well rubbed 
into the scalp. In severe cases we may use equal parts of 
mercurial and white precipitate ointment in the same manner, 
or even the strong blue ointment alone. In the morning the 
ointment may be washed off and a stimulating tonic contain- 
ing bichloride of mercury applied to the scalp. 

The NaUs. 

Syphilitic lesions of the nails are of two varieties : first, 
onychia, in which the disease begins in the substance of the 
nail ; and, second, perionychia, in which the disease com- 
mences around the nail, and finally involves it. 

The course of these lesions is chronic and may be either 
mild or severe. They usually occur within the first two years 
of the disease, but may appear much later. 
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Onychia : In syphilitic onychia the process may be dry 
(onychia sicca) and limited to the nail, or the nail may be 
separated from its bed. 

In onychia sicca the nail loses its lustre and transparency 
and becomes dull yellow in color. The disease may be 
limited bv a line of demarcation, 'or involve the entire nail. 
The edge of the nail becomes thick, brittle, and cracks 
readily ; its surface is rough and marked by shallow longi- 
tudinal fissures and depressions; the surrounding epidermis is 
generally thick and scaly. 

The diseased portion is gradually pushed forward, grows 
out, and is replaced by healthy nail-tissue. 

Separation of the nail may be partial or complete and 
generally occurs in the early part of the secondary stage. 

It begins at the free border of the nail and gradually creeps 
toward its base, the diseased area becoming greenish brown in 
color. If only a portion of the nail has been destroyed, the 
healthy part pushes forward and covers the denuded spa(;e ; 
but if destruction has been complete an entirely new nail is 
formed. 

One or several nails may be aflfected ; those of the fingers 
more frequently than the toes. 

Perionychia: There are two varieties of syphilitic peri- 
onychia : the non-ulcerative and the ulcerative forms. 

The non-ulcei*ative form attacks a portion of or the entire 
attached border of the nail, which becomes infiltrated and 
thickened ; this condition may persist until the nail loses 
its lustre and is marked by transverse furrows. Ulceration 
sometimes occurs where the skin is reflected from the nail, 
and extending beneath it causes it to loosen and fall off: 

The ulcerative form occurs during the secondary stage of the 
disease. It may begin as a papule, pustule, ulcemtion, or 
fissure at some part of the nail margin, and spread beneath it. 
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secreting a foul pus. The whole nail may be destroyed, or 
only a jx>rtion of it; but if the proct».s< In? checked a new 
nail forms and pushes the t»ld one out in front of it. 

If the ulceration is severe, the entire matrix becomes 
invulveil ; the nail is thrown <»tF, leaving a yellowish surface, 
surrounded bv an uloerattNl and inflamed bonier. In such 
cases the entire phalanx is swoIUmi. 

Unless the ulcerative process has been too severe, a new 
nail is proiluced, which, after a little time, may become quite 
as gooil as the normal one. 

There is sometimes a local necrosis of the nails, which 
l)ecome white in spots about the size of a pin^s head ; these 
are finally depressed and extend to the matrix, leaving sharply 
cut holes in the nail. 

Treatment : Atfections of the nails require constitutional as 
well as a careful local treatment. 

In friable onychia the nails should Ik? protected from injury 
and irritation j carefully pareil, and covered with white precipi- 
tate or in some i^ses strong mercurial ointment. It is well 
to soak the fingers and nails in hot bichloride solution 1 :2000 
twice dailv. 

In ])orionychia and separation of the nail from its matrix, 
mercurial ointment acts well, the j)arts having been pre- 
viously cl(3ansed with hot bichloride solution. 

In ulcerative perionychia the exuberant granulations must 
be touched with the stick of nitrate of silver, and the surface 
dressed with calomel and bismuth mercurial ointment, or 
bichloride of mercurv solution. 



SYPHILIS OF THE MUCOUS 

Ersrthema. 

Occurrence : Erythema of the mucous membranes may 
(Kjcur at any time during the course of syphilis, particularly 
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in the first months ; it is similar to that of the skin, but is 
modified by the moisture and irritation to whieh raucous 
membranes are subjected. It most frequently involves the 
fauces and pituitary membrane. 

Symptoms : There may be a simple redness of the mucous 
membrane without swelling, or redness with oedema of the 
parts. In the more advanced cases the mucous membrane 
has a milky appearance, its epithelium becomes detached in 
spots, thus causing erosions of the surface, which in some 
cases is dry, while in others it is covered bv an abundant 
secretion which renders the saliva very infectious, a fact which 
must be made very clear to the patient. 

Treatment : An astringent mouth-wash and a mild nitrate 
of silver spray are all that are indicated in this condition; 
the patient giving up tobacco for the time being. 

Mucous Patches. 

Mucous patches, also called mucous papules, consist of flat 
or slightly convex pearl-colored elevations, whose surface 
resembles mucous membrane, and whose secretion is highly 
contagious. 

They are situated on the inside of the cheeks, particularly 
at the angles of the mouth, upon the lips, the tongue, the 
gums, the uvula and the tonsils, at the openings of the nares, 
on the pillars of the fauces, the hard and soft palate, and 
upon the conjunctiva and the umbilicus. 

Lesions : They are one of the earliest and most frequent 
secondary manifestations of syphilis. This lesion consists of 
a hyperplasia of the papillae and a proliferation of cells in the 
mucous layer; the epithelium on the surface of the patch 
may remain intact or become detached, the surface being 
depressed by ulceration or raised by further development of 
the papillae. 
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Favorable conditions: Uncleanliness, irritation, heat, and 
moisture favor tlioir development, as do also the use of alco- 
hol and tobacco and a rough and uncleanly condition of the 
teeth. 

Complications : AIucous patches readily ulcerate when ex- 
posed to friction from the clothing or opposed surfaces of 
integument, and, unlike the other syphilitic eruptions, they 
are frequently attended by pruritus. 

Mucous patches within the mouth are of a grayish-white 
color, looking as if the mucous membrane had been touched 
with nitrate of silver or pure carbolic acid. They are irregu- 
lar in outline, and, as a rule, not elevated ; when situated upon 
the tonsils, they usually ulcerate, owing to the constant fric- 
tion to which these organs are subjected. 

Their course is exceedingly chronic, and they are very apt 
to recur, especially in those who use tobacco or alcohol. 

Treatment: Mucous patches require constitutional as well 
as local treatment. When situated in the mouth, upon the 
lips, the internal surface of the cheeks, the tongue and the 
gums, they should be lightly touched every second or third 
dav with the nitrate of silver stick or a solution of nitrate of 
silver (gr. xxx to 5j). A 2 per cent, chromic acid solution is 
also sometimes of service. 

Those situated upon the tonsils, the palate, the fauc/cs, the 
pharynx, and the larynx should be sprayed or touched with 
a solution of nitrate of silver, from 15 to 30 grains to the 
ounce of water. The patient should wash the mouth several 
times daily with 1 : 1000 bichloride solution. 

During the existence of these lesions the patient must not 
use alcohol or tobacco in any form, and should keep the mouth 
and teeth scrupulously clean. The physician must also warn 
his patients of the infectious nature of the saliva, and explain 
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to them how infection is liable to occur, and also how it may 

be prevented. 

Condylomata. 

Condylomata are nothing more than exaggerated mucous 
patches, which from their situation upon the integument 
around the anus and genital organs are altered in appearance. 
They consist of round disks, either single or multiple, of a 
reddish or grayish color, with granular surface and elevated 
above the surrounding parts. They begin as small red spots, 
whose epidermis, being removed by friction, leaves a moist, 
grayish surface, which is finally converted into an elevated 
wart-like disk, with offensive and highly contagious secretion, 
the nature of which must be forcibly impressed upon the 
patient and his attendant. 

Treatment : The patient is put upon a vigorous constitutional 
treatment, and the affected parts protected and kept clean 
and dry. The lesions are washed twice daily with one part 
of Labarraque solution to eight parts of water, or 1 : 1000 
bichloride solution, or the Black or Yellow Wash, dried thor- 
oughly, dusted with calomel, and separated from opposing 
surfaces by bits of dry absorbent gauze, or cotton, which are 
thoroughly impregnated with powdered calomel. 

. Under no circumstances should these lesions be cauterized, 
although if very extensive and exuberant it may sometimes 
be expedient to remove them with a sharp spoon or curved 
scissors, the resulting raw surfaces being treated on general 
surgical lines. 

SYPHILIS OF THE DIGESTIVE ORGANS. 

The Mouth. 
Erythema is usually limited to the neighborhood of the 
fauces, and associated with oedema, especially of the uvula 
and velum palati. 
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Mucous patches are most frequently situated upon the 
tonsils, the uvula, tlie velum palati and its pillars, the sides 
of the tongue, the inner surfaces of the lips and cheeks, and 
at the angles of the mouth. IjCss frequently they are 
observed upon the gums and the dorsum of the tongue. 

Papules and vesicles : Papvles may occur in the mouth 
during a general papular eruption, but vesicles are very rare 
in this situation, owing to the constant moisture and friction, 
which prevent their formation. 

Near the angles of the mouth, especially in habitual smokers, 
are frequently seen pati;hes called smokers' patches or plaques. 
They consist of an accumulation of epithelial cells, which be- 
come whitish in color, and in some instances fissured or eroded. 

The treatment for the above affections has already been 
given in the preceding pages devoted to these conditions, to 
which the reader is referred. 

The Tongue. 

The secondary or early lesions of the tongue consist of 
erythema of its mucous membrane, mucous patches, and 
fissures. They yield readily to appropriate treatment, but 
are very liable to recur, especially in smokers and drinkers, 
and in those with rough and decayed teeth. 

Erythema of the tongue may involve the entire organ, or 
be limited to patches which are scattered over its surface. 

Mucous patches are usually situated upon the sides or tip 
of tlK^ tongue, and resemble similar lesions situated on other 
mucous membranes. 

Fissures of the tongue are the result of erythema or 
mucous ])atches, and are usually situated on its sides or 
dorsum. 

The treatment for these conditions has been described 
under their respective headings. 
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Among the later or tertiary lesions of the tongue may be 
mentioned sclerosis and gummata. 

Sclerosis of the tongue usually develops about the fifth 
year of the disease. It occurs upon the dorsum, near the 
median line, and is either superficial or deep in character. 

Superficial sclerosis involves only the mucous membrane, 
and produces a "parchment" induration. It is either cir- 
cumscribed or diffuse, and ulcerates only when injured by the 
teeth or irritated bv alcohol and tobacco. 

Deep or parenchymatous sclerosis attacks the mucous and 
muscular tissues. The tongue may be greatly increased in 
size, but after a time the newlv formed fibrous tissue retracts 
and the organ becomes atrophied. The edges of the tongue 
receive the markings of the teeth, while the body is lobu- 
lated. The lobules are separated by furrows which cannot be 
effaced. Ulceration may ensue from irritation or injury. 

Gummata may be either superficial or parenchymatous. 

Superficial or mucous gummata commence as small nodules, 
which soon soften and ulcerate. The ulcer has perpendicular 
walls, infiltrated base, and its floor is covered with a yellowish- 
white film. 

Parenchymatous gummata begin as small nodules in the 
muscular tissue of the tongue ; they undergo degeneration 
and finally the mucous membrane covering them ruptures, 
leaving a deep cavity, with sloughing undermined walls and 
surrounded by an indurated areola. 

The differential diagnosis between syphilitic ulcers or tumors 
of the tongue and those of non-specific origin is very impor- 
tant and oftentimes difficult, cases having been reported in 
which gummata and gummatous ulcers were thought to be 
cancerous, and the tongue in part or in totality removed. 

The initial lesion is usually situated at or near the tip of 
the tongue, is single, surrounded by induration, and the 
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lymphatic glands in anatomical connection are markedly 
enlarged, and as a rule do not suppurate. 

Gummatous tumors are insidious in their origin, chronic in 
their course, and generally free from pain. They are situated 
upon the dorsum and posterior half of the tongue near the 
median line. The lymphatic glands are rarely aflfiected, and 
the functions of the tongue are not interfere<l with. 

Gummatous ulcers are usually multiple and situated upon 
the dorsum. The floor is sloughy and slightly vascular, and 
the edges are undermined. Granglionic enlargement is rare. 
They cause some pain. 

The above lesions are all benefited by anti-S3rpliilitic treat- 
ment and the previous history aids greatly in making a correct 
diagnosis. 

It must always be borne in mind by the physician, that late 
secondary and tertiary lesions of the tongue have a marked 
tendetwi/ to malignant dcgeneraiian, and that they should be 
promptly and energetically treated, and not allowed, if pos- 
sible, to become chronic and ulcerating in character. 

Tubercular ulcers of the tongue are painful ; they are situ- 
ated at or near its tip, or any part of the dorsal surface ; they 
are generally single, but may be multiple. The lymphatic 
glands may or may not be affected. The ulcer has bevelled 
edges, flabby granulations, and is not surrounded by indura- 
tion. The microscope shows tubercle bacilli. 

Carcinoma : The ulcer is single, very painful, and situated 
on the borders and anterior half of the tongue; its edges are 
raised and hard, and the surrounding tissues are thickened. 
The floor is very vascular, bleeds readily, and secretes an 
ichorous pus. The functions of the tongue are interfered 
with. The lymphatic glands are always enlarged. The 
microscope shows cancer cells. 

Treatment : Syphilitic lesions of the tongue require a 
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vigorous local and constitutional treatment. Tobacco and 
alcohol in all forms must be absolutely interdicted. The 
mouth and teeth are kept scrupulously clean by the frequent 
use of astringent washes, such as alum, borax, or potassium 
chlorate in mild solution. Mucous patches and fissures are 
touched with silver nitrate, or chromic acid solution, as 
already described, and the patient told to use a mouth-wash 
of 1 : 1000 bichloride solution once a day. 

For later and persistent lesions of the tongue, brilliant 
results usually follow the hypodermic treatment, which may 
be combined with iodide of potassium in full dose. For the 
technic of the hypodermic method of treatment the reader is 
referred to page 269. 

Necrosis of the Maxillary Bones. 

Site : This manifestation of the disease is most frequently 
seen in the hard palate emd the alveolar process o{ the f^uperior 
maxillary bones. 

When the hard palate is affected, an abscess forms on the 
roof of the mouth near the median line ; it finally ruptures 
and reveals exposed bone. After separation of the sequestrum 
an opening is left between tlie nose and tlie mouth which 
greatly interferes with articulation and deglutition, but which 
in time decreases in size quite markedly. 

Necrosis of the alveolar process occurs in the upper jaw 
near the central incisors, and as the disease extends the teeth 
loosen and fall out. 

Treatment : These cases require large doses of potassium 
iodide and inunctions of 50 per cent, mercurial ointment ; or 
a strong "mixed treatment." The local treatment consists in 
keeping the parts clean and free from irritation by means of 
slightly astringent mouth -washes and gargles. Pus must be 
evacuated and dead bone removed as in ordinary non-specific 
16— V. D. 
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necrosis, the resulting deformities being remedied by hard- 
rubber or metal plates, and artificial teeth, according to the 
requirements of each individual case. 

Gnxnmy Tnmor of the Soft Palate. 

Symptoms : In this affection premonitor}' symptoms are 
insignificant or entirely absent. Suddenly the voice becomes 
transformed into a nasal whisper, and attempts at swallowing 
liquids or solids are followed by their regurgitation through 
the nose. 

The lesion commences in either of two ways : first, a cir- 
cumscribed deposit of gummy material takes place between 
the buccal and nasal surfaces of the soft palate ; second, there 
is a diffuse infiltration of the entire velum, its mucous mem- 
brane becomes reddened and its mobility impaired. Rupture 
of the abscess or ulceration of the infiltrated tissue may 
involve one or both mucous surfaces, thus causing partial or 
complete j)erforation of the soft ]>alate with its concomitant 
symptoms, such as regurgitation of the food and nasal articu- 
lation. As the process of repair commences, the opening 
gradually contracts until it is greatly diminished in size, or, 
in some cases, completely occluded. 

The treatment for this condition is practically the same as 

that given for necrosis of the hard palate in the preceding 

section. 

The Pharjrnx. 

Varieties of lesions : Erythema, superficial ulcers, and deep 
ulcerations resulting from tlie degeneration of gummatous 
tumors may be observed ; mucous patches are extremely rare 
in this region. 

Site : The posterior portion of the lateral walls is most 
frequently attacked. Gummy tumors have been seen upon 
the vault of the pharynx and on the upper part of its poe- 
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tenor wall. The lesions encountered in this region are similar 
to those observed in the mouth, and require about the same 
local and constitutional treatment. 

The (Esophagus. 

SsrpMlitic ulceration of the mucous membrane of the walls 
of the oesophagus sometimes occurs, and as the ulcers heal 
their cicatrices contract, thus forming stricture of the tube, 
which, becoming narrowed, interferes with deglutition, and, 
therefore, with the proper nourishment of the patient, who 
becomes emaciated and feeble. 

True syphilitic gummata have also been found in the 
oesophageal walls. 

The Stomach and Intestines. 

Accompanying the appearance of the early secondary 
manifestations is sometimes seen a functional disturbance 
of the digestive organs, such as loss of appetite, nausea, and 
vomiting. 

The existence of syphilitic erjrthema of the stomach and 
intestines has not been demonstrated. 

Ulcerations of the mucous membrane of these viscera, pos- 
sibly due .to degeneration of gummy deposits, have been 
observed at post-mortem examinations. 

The Rectum. 

For a des(;ription of syphilitic affections of the rectum I 
quote literally from Taylor, who says in part : 

" Sy[)hilis attacks the rectum in three distinct forms : firsts 
early or rather late in the course of the disease by the exten- 
sion of indurating oedema, which may accompany infiltrating 
or ulcerating lesions, and which tend to the production of 
more or less complete rings of connective tissue; second, by 
the formation of true gummatous infiltration ; and, tkirdy by 
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the development of a form of inflammation, with the produc- 
tion of new connective tissue, in which c(»ngestion and exu- 
dative products are absent. This third form is a chronic 
productive or ceUular inflammation of slow invasion and of 
persistent nature/' 

Cases of gummatous infiltration and ulceration have been 
mistaken for carcinoma, and the patient subjected to extirj>a- 
tion of the rectum, a fact which must not be forgotten by 
the surgeon when examining these cases. 

Stricture of the rectum may follow any of these three 
forms, l)ut is most liable to occur after the first and third 
variety of the disease. 

Treatment : The patient must have the benefit of a vig- 
orous " mixed treatment,'^ with dilatation, or, if necessary, 
division of the stricture. I^ocal applications of strong mer- 
curial ointment smeared on rectal bougies is an excellent 
method of treatment, the parts being kept as clean as pos- 
sible with irrigations of warm and mild bichloride solution. 

The Liver. 

The liver is invaded by syphilis more frequently than any 
other abdominal organ. 

Congestion of the liver sometimes occurs in the secondary 
stage of the disease, and is usually associated with a cutaneous 
eruption ; it generally lasts for from one to several weeks. 

The symptoms are icterus, gastric disturbances, and febrile 
reaction, the organ being sensitive on ])ressure. 

This condition is probably du(i to the extension of a specific 
catarrh of the intestine to the liver, by way of the ductus 
communis choledochus. 

The tertiary forms of sypliilitic affections of the liver are : 
amyloid degeneration, peri-hepatitis, and hepatitis, of which 
there are two forms, the diffuse and the gummatous. 
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The symptoms are often obscure ; the organ may be 
increased in size and nodules felt upon its surface. Pain 
may be present or absent. The functions of the organ are 
not interfered with unless the tumors are numerous. In 
severe cases there are icterus, gasti:o-intestinal disturbance, 
and clay-colored stools. 

The Spleen. 

In rare cases enlargement of the spleen occurs early in 
the course of syphilis. The swelling is quite rapid, usually 
painless, but may give rise to a feeling of weiglit. It gener- 
ally subsides in three or four weeks, but may remain several 
months, and is liable to occur at any time during the secondary 
period. 

Gummata of the spleen are either single or multiple, and 
vary in size from that of a millet-seed to a walnut ; they may 
be deeply seated or upon the periphery of the organ. 

The Pancreas. 

Specific affections of the pancreas are very rare, but it 
cannot be denied that, like the other viscera, it is subject to 
the diffuse and circumscribed lesions of syphilis. 

SYPHILIS OF THE RESPIBATOBT ORGANS. 

The Nose. 

The mucous membrane lining the nose may be the seat of 
erythema, mucous patches, and ulcerations. The symptoms 
of these lesions resemble those of ordinary catarrh. 

In the later stage of syphilis deeper ulcerations may occur, 
which originate in gummous infiltration of the submucous 
tissue, and may finally involve the adjacent cartilages and 
bones, thus leading to serious deformity of the organ from 
destruction of its framework. 
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Treatment: Si»c«m(lai^' lesions of the mueous membrane of 
the nt)<e viel<l nicelv to ni«n-nrial treatment, while those in- 
volvinir the dei*j)er .structures reijuiie the addition of full 
<loses of {M>tassium iodide. Tlie parts must be kept very 
flcan i»y s{)niys, or douches, followe<l by the application of 
very mihl nitrate of silver solution and various astringent 
sprays. I^Mid inunctions of strong mercurial ointment are 
also vcrv InMieticial. 

The Larynx. 

Lar3rngeal lesions are very variable as regards their time of 
apjH*anince an<l the severity of their symptoms. The invasion 
is usually insidious, and the course chronic and painless. 

The secondary or superficial lesions consist of erythema, 
mucous patches, superficial ulcerations, chronic inflammations, 
and vciTctations. 

Enjtheina of the larynx causes some huskiness of the voice 
and slight catarrh. It occurs during the course of the early 
skin eruptions, and is either <liffuse or circumscribed ; super- 
ficial erosions do sonietinies occur. 

SuperJirUd u/ccrafions involve only the mucous membrane. 
Their niaririus are sharply defined, regular, and slightly ele- 
vated, and tlie fioor is covered by a tenacious secretion. They 
may interfere with phonation to a more or less marked degree. 

Mucous pdtches generally occur from one and a half to 
twelve .iionths after infection, and may be situated upon any 
portion of the mucous membrane. If exposed to irritation 
during respiration or phonation they become prominent, with 
ragged margins. 

Chronic inflammation may appear early, or not until the 
third or fourth year of the disease. It is a very persistont 
affection, and usually leads to a thickening of the mucous 
membrane. Chronic ulcers are always associated with this 
condition. 
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Vegetations may spring from the margin of an ulcer or 
from the mucous membrane itself. 

The tertiary or deep lesions comprise deep ulcerations, gum- 
mata, inflammation, and necrosis of the cartilages. 

Deep ulcerations occur and generally begin in degenerated 
gummata. Extensive regions may be destroyed in this man- 
ner. Very frequently vegetations arise from the ulcers. 

Gummy tumors of the larynx are quite common ; they are 
either single and large or multiple and small. 

The deposit sometimes undergoes absorption, but most fre- 
quently degenerates, forming deep, ragged ulcers, which may 
attack the framework of the larynx and produce permanent 
deformity. 

These lesions are liable to cause an impediment to respiration, 
either from their size or from causing acute oedema of the larynx. 

Perichondritis is usually caused by an extension outward 
of an inflammatory or ulcerative process from the mucous or 
submucous tissue. The cartilages themselves may be invaded 
by the process and partially or totally destroyed. 

Necrosis occurs in cases in which the cartilages are ossified 
and is a very late manifestation. It follows perichondritis 
quite frequently. 

Treatment: Laryngeal syphilis requires vigorous consti- 
tutional as well as a careful local treatment. For ulcerations, 
we may use a very weak solution of nitrate of silver in the 
spray. If stricture follows the ulcerations, bougies may be 
resorted to, but are, as a rule, not of much avail. These 
patients must avoid alcohol and tobacco and the use of the 
vocal cords as much as possible. 

The Trachea. 

Syphilitic lesions of the trachea are rare, but may be simi- 
lar to those which attack the larynx. 
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Ulcerative processes following gummatous infiltration are 
the most common and sometimes result in stricture from the 
contraction of their cicatrices. 

The princi])al symptoms of tracheal syphilis are cough, 
purulent expectoration, and dyspnoea. If stenosis of the tube 
occur, its most common seat is just above the bifurcation. 

Treatment : The tracheal lesions are, as a rule, beyond the 
reach of local applications, so must be combated by a strong 
constitutionaV treatment of mercury and iodide of potassium. 

The Bronchi. 

Syphilitic ulceration may attack the bronchi and give rise 
to subsequent stricture-formation. 

The Lungs. 

The pulmonary lesions due to syphilis consist of indurations 
and gummy tumors. 

Syphilitic induration usually affects a small extent of the 
middle or lower lobes and rarely involves an entire lol)e : it 
may be disseminated at various points. The diseased portion 
of lung becomes firm, elastic, and furrowed, while the con- 
tained bronchi are flattened and the surrounding pleura more 
or less thickened. 

Gummy tumors may be single or multiple, and resemble 
those situated in other organs. They are not at all common, 
but occur more frequently than syphilitic induration. They 
undergo degeneration from the center outward, leaving cavi- 
ties w^ith white fibrous walls. 

Symptoms . In some cases syphilitic lesions of the lungs 
cause no symptoms ; in others there is a slight disturbance 
of respiration, and in others there are cougli, pain, expectora- 
tion, and all the symptoms of phthisis except the tempera- 
ture, which rarely goes above 101° F. 
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The Pleura. 

Symptoms : During the secondary stage of syphilis patients 
quite frequently complain of pain in the chest, which is asso- 
ciated with more or less rise of temperature and a moderate 
amount of effusion into the pleural cavity. 

Treatment of syphilitic affections of bronchi, lungs, and 
pleura require a strong " mixed treatment/' combined with 
local applications of 50 per cent, mercurial ointment over the 
affected regions. 

SYPHILIS OP THE ORGANS OF CIROULATION. 

The Heart. 

Tertiary syphilis attacks the heart in two ways : first, by 
chronic inflammation ; and, second, as gummy tumors. 

Endocarditis occurs about the end of the second year, and 
IS usually associated with myocarditis; most frequently it 
attacks the left ventricle at the apex or base of the organ. 
Gummy endocarditis attacks any and all parts of the heart, 
giving rise to tumors of various sizes. Pericarditis usually 
follows myocarditis, and attacks either the visceral layer or 
the entire pericardium. 

Gummy tumors of the pericardium are rare, and usually 
result from myocarditis. 

The symptoms of cardiac syphilis may be absent in some cases 
and very obscure in others. The action of the heart becomes 
irregular and feeble, and the patient suffers from palpitation, 
dyspnoea, cyanosis, and ]>ain over the region of the organ. 

The Blood-vessels. 

Syphilitic affections of the veins and capillaries are very 
rare. 

The arteries may be attacked primarily, or secondarily to 
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siK^cilic disease of the surrounding tissues. Primary lesions 
generally occur in the small arteries of the brain. 

The symptoms dej>end u]>on the situation of the lesion. 

If the cerebral cirterieH are attacked there are severe head- 
ache, paralysis with or without coma, aphasia, and muscular 
spasms. In fatal cases these are followed by delirium and 
epileptiform convulsions, with fever. 

If the carotid atiery be affected there are C/Crebral impair- 
ment, pain in the head, and epileptiform seizures. 

In affections of the arteries the calibre of the vessel is 
reduced, and sometimes occluded, by a new, dense, cellular 
formation in the internal coat, which resembles granulation 
tissue, and finally becomes organized. This new formation 
involves the entire circumference of the vessel, and extends 
outward as well as inward, invading both the middle and 
external coats. It occurs in patches, which are generally 
single ; a thrombus may form on the patch, become organ- 
ized, and thus obstruct the lumen of the vessel. 

In some instances the changes in the artery are very 
slight, the process being limited to the internal coat; in 
others the vessel is thickened, rigid, and nodulated in 
appearance. 

The disease most frequently affects the carotid and its 
branches, especially the middle cerebral. 

Th(i lesion may occur as early as the first year or as late as 
the tw(?ntieth, but, as a rule, appears abcmt the third year after 
infection. 

Treatment : These cases require large doses of potassium 
iodide, or the " mixed treatment,^' combined with local 
inunctions of strong mercurial ointment over the diseased 
area. 

Hypodermic injections of bichloride of mercury are also 
of great service in some cases. 
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SYPHILIS OP THE GENITO-URINARy ORGANS. 

Epididymitis. 

Syphilitic epididymitis may occur as early as the second 
month or as late as the fifth year, but generally develops 
within the first six months of the disease. 

It is more commonly unilateral, and, as a rule, it attacks 
the globus major. 

Its invasion is usually unattended by any symptoms, except 
occasionally, when there is a slight sense of uneasiness in the 
part. 

The lesion consists of a smooth, hard, round, or oval and 
non-painful tumor, situated just above the testicle, which is 
about the size of a pea, or in some instances larger. It 
shows no degenerative tendency and quickly disappears under 
antisyphilitic treatment. The scrotum remains unaffected. 

The treatment for syphilitic epididymitis is the same as 
that for orchitis, to which the reader is referred. 

Orchitis. 

Occurrence : Syphilitic orchitis is sometimes observed as 
early as the fourth or fifth month, but in the majority of cases 
it is a tertiary manifestation and appears several years after 
infection. 

Site : One or both testicles may be involved, either at the 
same time or consecutively. 

Symptoms : The body of the organ becomes increased in 
size, hard, heavy, and painless, aud there is more or less hydro- 
cele of the tunica vaginalis. 

At the beginning of the disease there may be little projec- 
tions upon the surface of the testicle, due to syphilitic 
deposits, which, as the process progresses, fuse together, form- 
ing a hard tumor, resembling almost exactly the shape of the 
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normal testicle. In other cases the surface of the tumor is 
perfectly smooth. 

The course of this affection is very slow. If untreated, it 
may result in partial or complete atrophy of the organ, or the 
parenchyma of the gland may degenerate into fibrous, carti- 
laginous, or even osseous tissue. As a general rule, suppura- 
tion does not occur. 

The lesion may be diffused or circumscribed. 

In the diffuse form the whole organ is increased in size, 
firm, hard, and resistant, and unless treated results in atrophy. 
There is also a certain amount of hydrocele. 

In the circumscribed form gummy material is deposited in 
masses through the testicle. These masses have a tendency 
to undergo secondary degeneration and softening, thus causing 
inflammation and ulceration of the surrounding tissues, 
finally leading to syphilitic fungus of the testicle. 

It yields readily to treatment if recognized at an early 
period. 

The ras deferens usually remains normal in syphilitic 
orchitis, although it may be involved ; this is true also of the 
vesiculsB seminales and prostate gland. 

Treatment : The testicles are held in a snug suspensory or 
any suitable bandage, covered with 50 per cent, mercurial 
ointment spread on gauze or sheet lint, and the patient put 
on strong ^' mixed treatment," or large doses of potassium 
iodide. 

The effusion into the tunica vaginalis is generally absorbed 
under antisyj)hilitic treatment ; but if this does not occur 
after a reasonable length of time, the fluid should be care- 
fully drawn off with an aspirating-needle under strict anti- 
septic precautions. 

The Penis. 

Deposits of syphilitic material may occur in the penis, 
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especially near the sulcus behind the glans, and are also to 
be found in the corpora cavernosa. 

These deposits gradually increase in size without giving 
rise to any pain, but soon cause deformity of the organ, 
especially during erection. 

The Uterus and Adneza. 

Syphilitic affections of the ovaries resemble those of the 
testes, but are rarely encountered. 

The symptoms are slight pain and increase in the size of 
the organs, with loss of the sexual appetite and sterility. 

The Fallopian tubes are not involved. 

Cases are reported in which the uterine tumors in syphilitic 
subjects have disappeared under antisyphilitic treatment, thus 
showing that this organ may also be the seat of late syphilitic 
manifestations. 

Exulcerative hypertrophy of the neck of the uterus consists 
of an enlargement and hardening of the os, which becomes 
congested and ulcerated, the secretion from the ulcer being 
contagious, scanty, and muco-purulent in character. This 
lesion begins about the eighth week after infection, runs a 
chronic course, but responds readily to internal, mercurial, 
and local treatment. 

The Kidneys. 

In the kidneys of syphilitic subjects the same lesions are 
met with as occur in the other organs, such as interstitial 
nephritis, gummy tumors, and cicatrices, which latter result 
from the preceding affections. 

SYPHILIS OP THE NERVOUS SYSTEM. \ 

General considerations : Syphilitic affections of the nervous 
system are very numerous and of frequent occurrence ; they 
may appear as early as the tliird month or as late as the 
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twentieth year after infection, and are more frequent in men 
than in women. Xervoiis plienomena are more apt to occur 
in neurotic and neuropathic subjects and those addicted to 
alcoholic and sexual excesses; also in those who have not 
receiveil proper and sufficient treatment in the early stages 
of tlic disease. Brain- workers, and those who are worn out 
and exhaustwl by excessive anxiety, worry, care, or grief, are 
esp(?cial]y susceptible to nervous manifestations ; as are also 
those who have suffered from sunstroke, or who have been 
exposed for a considerable time to the heat of the sun's rays. 
In short, anything causing cerebral congestion renders the 
patient liable to nervous affections. Rheumatism, gout, and 
malaria are also said to be etiological factors. 

The skull and vertebrsB: Tjesions of the bones may be 
situated on tlie inner surface of the skull or vertebrae, and, by 
the pressure they exert, cause inflammation of the meninges 
and secondary changes in the brain or cord. These lesions 
may be nodes, exostoses, or necrosis. 

The dura mater is very susceptible to syphilitic invasion. 
Tlie changes pr()du(;ed in it are increase in thickness, rough- 
ening of its inner surface, and increased vascularity. It may 
be affected alone, or the disease mav extend to the inner sur- 
face of the skull and the arachnoid, or the dura mater may 
be secondarily involved by processes beginning in the pia 
mater and arachnoid. 

The syphiloma may be diffuse or circumscribed. Syphilo- 
mata of the s})inal dura mater resemble those of the cerebral 
in origin and course. 

The arachnoid and pia mater : Affections of the arachnoid 
and pia mater consist of congestion and enlargement of the 
vessels, with increase of connective tissue and thickening. 
Sometimes gummatous infiltration occurs, giving rise to a 
gummous meningitis. 
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The lesion may invade the dura mater and the bones of tlie 
skull, and is probably the most frequent syphilitic lesion. It 
occurs in patches, which are sharply circumscribed and either 
single or multiple. 

The brain and cord : Affections of the brain and cord are 
always secondary to lesions of the bones, meninges, or blood- 
vessels, and consist of red and white softening. 

The arteries : The large arteries, especially those at the 
base of the brain, are more commonly attacked by syphilis 
than the smaller ones and those of the convexity. The lesion 
consists at first of an infiltrated condition of the walls and 
more or less swelling of the endothelium; later on, the vessels 
become thickened and subject to an obliterating endarteritis, 
causing a diminution of calibre, which may, unless recognized 
and properly treated, go on to complete occlusion of the artery. 
The cerebral tissues supplied by the affected vessel are at first 
insufficiently nourished, and finally, receiving no nourishment 
at all, undergo degenerative changes from total lack of arterial 
blood-supply. 

The lesion, which may attack one or several vessels, either 
at the same time or successively, usually involves the entire 
circumference of the artery, and may extend for an inch, or 
even more, along its length or continuity. 

The nerves : The cerebrospinal nerves may be invaded by 
the lesions of the meninges, or they may be surrounded by 
gummata or compressed as they pass through bony canals. 

The third pair, or motor oculi, are most often affected, 
although the first (olfactory), second (optic), fourth (pathetic), 
and sixth (abducent) are sometimes involved, and the seventh, 
or facial, quite rarely. 

There may be a neuritis and perineuritis. 

The peripheral nerves are afl:ected in a similar manner. 

The sympathetic nerves may be invaded in either one or two 



240 SYPHILIS OF THE NERVOUS SYSTEM, 

ways : first, by pigmentary or colloid degeneration of the 
nerve-<»ells ; and, second, by sclerosis of the connective tissue, 
causing atrophy of the nervous elements. 

SsrpMlitic tumors of the nervous system: Two forms of 
syphilitic tumors occur in the cranio-vertebral cavity ; they 
are usually connected with the cerebnmi, but rarely found in 
the medulla, the cord, or the cerebellum. 

The first form is grayish-red in cx)lor, highly vascular, and 
eith(4' firm or soft in consistence. It consists of small, round 
cells in a stroma of connective tissue. 

The second form^ which is really a degenerating stage of 
the first, is yellow in color and hard. 

These tumors may be single or multiple, and vary in size 
from that of a pea to a walnut. 

Thev occur (?hieflv on the under surface of the brain, near 
the Sylvian fissure, and, as a rule, arc peripheral ; but if found 
in the brain-tissue itself, it will be observed that they have 
grown in from the vascular membrane. 

Hemiplegia : Syphilitic hemiplegia may occur as early as 
the third month or as late as tlie twentieth year after infec- 
tion, and is usually preceded by localized headache, vertigo, 
and (convulsions. Sometimes there are muscular spasms, 
pains, or numbness in the parts, which afterward become 
])aralyzed. 

The invasion is either gradual or sudden, and usually comes 
on when the patient is engaged in some muscular eflFbrt or is 
in bed at night. 

If the paralysis be partial it may gradually improve, or 
even disappear, or, as improvement takes place, the opposite 
side may be similarly affected. 

In rare cases there is a loss of both motion and sensation ; 
this may be accompanied by paralyses of various nerves, 
aphasia, mydriasis, optic neuritis, and epilepsy. Some 



PARAPLEGIA, 241 

patients suffer from mental depression, while others are very 
emotional. 

SypMlitic epilepsy occurs in two forms : first, the grand 
mal ; and, second, the petit raal. 

It is a very frequent manifestation of cerebral syphilis, and 
is always preceded by severe headache. 

The symptoms of the severe form consist of sudden loss 
of consciousness, tonic and clonic spasms, facial distortion, 
foaming at the mouth, and stentorous respiration ; the aura 
and epileptic cry are not always present. These convulsions 
generally occur at short intervals and with well-marked 
regularity ; some patients regain consciousness in a few min- 
utes, while others remain in a stupid condition for hours. 

Tlie mild form begins with twitching of the muscles of one 
side of the face, turning of the tongue to one side, a tendency 
of tlie subject to turn around, giddiness, general trembling or 
great weakness, or cramps in the extremities, loss of con- 
sciousness, and a convulsion. The seizure may be confined 
to a single limb or one side of the body. Very often there 
is no spasm ; the patient loses consciousness and stares 
vacantly into space ; this condition lasts a few moments or 
even several minutes. 

Paxaplegia : The spinal cord is not so frequently attacked 
by syphilis as is the brain. 

The causes of syphilitic paraplegia are lesions of the ver- 
tebrae, of the spinal meninges, and gummata which press upon 
the cord. 

The symptoms consist of a varying amount of pain in the 
back, weakness of the lower extremities, darting pains in the 
legs, numbness, tickling or aching pains in the feet, w^ith 
hyperaesthesia or anaesthesia. Loss of co-ordination is some- 
times observed. The expulsive force of the bladder and 
rectum is weakened. 

16— V. D. 
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A patient may remain in this condition for a long time, 
and unless projxjrly treated complete paralysis of both lower 
extremities finally comes on. General sensation may remain^ 
or be somewhat impaired or lost. 

Paraplegia is a later manifestation of syphilis than hemi- 
plegia or epilepsy, and generally occurs after the sixth year 
of the disease, but may show itself much later. 

Aphasia : Disturbances of speech frequently occur during 
the course of syphilis of the nervous system. 

There may be hesitation in speaking or inability to remem- 
ber certain words in conversation and writing, or the use of 
inapi>ropriate words. 

The affection is either continuous or intermittent in char- 
acter. 

Locomotor ataxia : It seems to be well established that 
locomotor ataxia is the result of syphilis in from 60 to 70 
per cent, of all cases, but it must not be forgotten that these 
figures are, as a rule, taken from hospital and dispensary 
practice, and are therefore questionable, as these patients very 
rarely receive the proper treatment for a sufficient length of 
time, which neglect and sometimes absolute lack of treatment 
render them liable to all manner of late manifestations, that 
are not encountered in those who are otherwise in a better 
condition and who receive vigorous, prompt, and carefully 
conducted mediciition, especially during the early months of 
the disease. The symptoms and course of the disease are 
essentially the same, whether it be specific or simple. 

Pseudo-general paralysis of ssrpliilitic origin : This affection 
is manifested by such symptoms as cerebral excitement, gay- 
ness of spirits alternating with depression, together with 
delirium or even mania. The motor disturbances consist of 
uncertain movements without paralysis, trembling of the 
hands, hesitating speech and staggering gait, headache, dizzi- 
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ness, impairment of sight and hearing, with epileptiform 
convulsions. 

These symptoms do not occur at the same time or in a 
regular manner, but appear at odd intervals. 

Treatment : Syphilitic affections of the nervous system, 
and especially those lesions which involve the brain and the 
spinal cord, require large doses of potassium iodide, or tl>e 
"mixed treatment/' combined with local inunctions of 50 per 
cent, mercurial ointment, given as near the seat of the lesion 
as possible. Inunctions can be made on the scalp, forehead, 
neck, and over the spinal cord, or in fact upon any affected 
portion where its local action is desired. If the hair is very 
long and thick it may be cut, or even shaved in cases demand- 
ing a prompt and vigorous regional treatment. Hypodermic 
injections of a watery solution of the bichloride of mercury 
are sometimes of the greatest value when a speedy action of 
the drug is required. For the technic of the inunction and 
hypodermic methods the reader is referred to pages 265, 269. 

SYPHILIS OF THE MUSCLES. 
Myositis. 

There are three forms of syphilitic affections of the muscles ; 
first, the irritative or hyperaemic ; second, the chronic infil- 
trative ; and, third, the gummatous form. 

Irritative myositis usually occurs in the early stage of syph- 
ilis, and is associated with pain and soreness in the muscles, 
but leaves no permanent traces of its existence. 

The chronic infiltrative form consists of the development of 
connective tissue in the interfibrillar spaces, which eventually 
hardens, resulting in atrophy and destruction of the muscle. 
Any muscle may be attacked, but the flexors of the upper 
extremity, and especially the biceps, are most frequently in- 
vaded. 
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The muscle gradually shortens without causing any pain ; 
the patient first notices that he is unable fully to extend the 
limb, but no change is detected on palpation. 

It generally occurs about the tenth month, but may appear 
earlier or later. 

Its course is chronic, lasting for several months or years. 

Gummy tumors : These tumors consist of circumscribed de- 
posits of gummy material. They are usually found in the 
larger mus(;les, such as the trapezius, the gluteus maximus, 
the sterno-mastoid, the vastus externus, the pectoralis major, 
and the walls of the heart. Gummata, of the tongue, palate, 
or pharynx may originate in the muscular tissue and second- 
arilv involve the mucous membrane. 

(jummy tumors grow slowly and without inflammation ; 
they vary in shape and size, cause no pain, but if large inter- 
fere with motion ; they occur late in the disease and are 
accompanied by other syj)hilitic manifestations. 

As a general rule, they do not suppurate, but may become 
indurated and even be converted into cartilage or bone, thus 
accounting for the osseous masses which are sometimes found 
in the muscles of old syphilitics. 

The Sheaths of the Tendons, the Tendons, the Aponeurosis, and 

the Bursse. 

Dorsal hygroma are firm, elastic, fluctuating tumors, which 
occur on the backs of the hands ; they are triangular in shape, 
with their bases toward the fingers. 

The lesion consists in a diffuse deposit of syphilitic material, 
with hyperaimia of the sheath and serous effusion. 

They cause trifling pain, unless very large, when the skin 
may become tense, inflamed, and painful ; they grow rapidly 
and appear in the early years of the disease. 
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The tendons of the ankle and foot may be similarly 
affected. 

Gummy tumors are sometimes found in the tendons, espe- 
cially the larger ones, near their points of insertion and thicker 
portions. They are non-painful and may remain indolent for 
quite a time, then break down and form ulcers. 

Tumors of the aponeuroses are more diffuse than those of 
the tendons ; their course is similar, but they are not so liable 
to degenerate. 

As a rule, they attack the firm, dense fascia of the extrem- 
ities, especially the fascia lata. 

The bursas : In the secondary stage of syphilis there may be 
a congestion of and a serous effusion into the bursse. 

In the tertiary stage the bursae are quite frequently attacked, 
especially the pre-patellar bursa. 

The lesion consists of a gummous infiltration with connec- 
tive-tissue formation. It begins painlessly, as a firm, hard, 
or elastic movable tumor beneath the skin ; it may remain 
in this condition for a long time, or acute inflammatory symp- 
toms may set in, causing ulceration of the overlying integu- 
ment, in which case the course becomes very chronic. 

Treatment : All of the above affections require local fric- 
tions of strong mercurial ointment, as well as potassium iodide, 
or the "mixed treatment" internally. Surgical requirements 
must be met and treated, as in non-specific cases. 

SYPHILIS OF THE FINaEBS AND TOES. 

Syphilitic dactylitis consists of a gummy deposit in the sub- 
cutaneous connective tissue of the fingers or toes and an infil- 
tration and inflammation of their hones. 

It belongs to the tertiary period of the disease and has two 
varieties. 
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Tn the Jirt<f variety the subcutaneous connective tissue and 
fibrous structures of the joints are involved. 

In the second varieft/ the process begins in the bones and 
periosteum, attacking the joints secondarily. 

In the first variety the lesion conies on slowly, and the 
patient's attention is first attracted by the enlarg^ement of the 
finger or toe, which increases in size and becomes harder. 
The toes are generally affected in their entire length ; but 
when a finger is attacked tlie lesion is usually limited to 
a single phalanx, although the whole member may be in- 
cluded. 

The finger or toe becomes red in color, resistant and tense ; 
the swelling is most marked on the dorsal aspect, and ends 
abruptly at the metacarpo-phalangeal articulation ; it comes 
on slowly, and may or may not be painful. 

Symptoms of joint-impUcaiioa appear within a few weeks; 
flexion is impaired by the swelling; and if such a condition 
be left untreated, the joint finally becomes abnormally mobile ; 
sonietimos there are hydrarthrosis and crepitation between the 
articular surfaces. This process may be limited to one or 
several members, is a late manifestation of the disease, and 
runs a chronic course. 

The second form is limited to the bone, and is due to a 
specific periostitis or osteomyelitis. Its course is either rapid, 
slow, or intermittent. In the majority of cases the whole 
bone is involved, but the disease mav be limited to the extremi- 
ties of two opposing phalanges. The proximal phalanx is 
more commonly involved than the distal one, and the fingers 
are more frequently attacked than the toes. 

The process may affect several ])halanges or fingers. The 
metacarpal and metatarsal bones can be attacked at the same 
time, or separately, but the metacarpal bones of the thumb 
and index finger are most frequently involved. 
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The integument is but little affected, unless the swelling is 
considerable, when it becomes tense and thin ; in some cases 
ulceration takes place, the inflammatory focus always being 
on the side of the finger. 

Necrosis of the bone may occur, but, as a rule, resolution 
of the osseous swelling is the result. Tn about a month bony 
crepitation may be detected, owing to erosion of the articular 
cartilages. 

Effusion into the joint sometimes occurs, but is not serious, 
as the fluid is usually absorbed. The mobility of the articu- 
lation may be impaired or rendered too free. 

The shaft of the bone is either shortened or slightly elon- 
gated, but ordinarily the deformity is not marked. 

The tendons and their sheaths are not implicated. Pain is 
very slight or entirely absent. 

This affection usually appears between the fifth and fifteenth 
years of the disease. 

Treatment: The affected parts should be covered with 
50 per cent, mercurial ointment and the joint immobilized if 
indicateil. The patient is put on full doses of the " mixed 
treatment,^' or potassium iodide alone. - If the tension is very 
great, it must be relieved by a free incision over the most 
prominent part of the swelling, but this should not be done 
too early, as the local condition usually improves quite rapidly 
as a result of vigorous antisyphilitic treatment, both regional 
and constitutional. 

SYPHILIS OF THE BONES, CABTILAaES, AND JOINTS. 

Osseous lesions may occur in the early months of the dis- 
ease, but are usually late manifestations. 

Precocious Osseous Affections. ' 
Site : The bones of the cranium, the ribs, the sternum, the 
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clavicle, and the tibiae are the most liable to be affected early. 
Of the skull, the frontal and parietal bones are the ones 
usually attacked. 

The nodes or swellings vary in size from half an inch to an 
inch and a half in diameter, and may be half an inch in height ; 
they are single or multiple, round, smooth, and hard. Similar 
lesions are liable to form on the inner surface of the cranium 
and give rise to cerebral symptoms. 

Usual bones affected : The clavicle is generally attacked at 
its sternal extremity, the articulation being involved in some 
instances. 

The upper third of the sternum is more frequently affected 
than the lower ; the lesion may attack its borders and costal 
cartilages, and in this way set up a localized pleurisy. In 
severe cases the ribs are also invaded. Nodes are usually 
situated upon the subcutaneous surface of the tibia. The 
radius and ulna may be attacked, generally near the joints, 
the wrist more frequently than the elbow. 

These tumors grow very rapidly, and are always accom- 
panied by pain which is worse at night. 

The lesion is due to hypersemia of the periosteum and new 
fibrous- tissue formation. The nodes rarely break, down into 
ulcers, but tend rather to spontaneous involution. They 
yield readily to treatment, or, if left alone, are converted into 
bony masses. 

These lesions are generally accompanied by others of the 
secondary stage, and may occur even before the disappearance 
of the initial lesion. 

Late Osseous Lesions. 

These lesions do not necessarily occur in every case of 
syphilis. They may appear with the late secondary lesions 
or when every trace ot the disease has disappeared. 
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Osteo-periostitis : In this affection the lesion consists of an 
increased vascularity of the periosteum and the underlying 
bone with an effusion and infiltration of either a fluid or 
gelatinous substance. 

Any of the bones may be affected, but especially the tibia, 
the ulna, the clavicle, the sternum, and the cranial bones. 

The j)rocess causes soft tumors of variable size, gradually 
shading into the surrounding tissues, attached to the bone, but 
not to the skin ; sensitive on pressure and painful, especially 
at night. Such tumors are called nodes. 

Under appropriate treatment the nodes undergo resolution ; 
otherwise the skin becomes red, thin, and adherent to the 
tumor, which breaks down into an ulcer; this results in 
superficial necrosis with an adherent cicatrix. 

In other cases the effusion is transformed into bony tissue 
constituting an exostosis which, being movable upon the bone 
beneath, is called an epiphysary exostosis ; this form is due 
to periostitis, and such exostoses are generally small and thin. 
Resolution is no longer possible ; the tumor remains and is 
not influenced by treatment. 

In another set of cases syphilitic exostosis is the result of 
ostitis, which results in hypertrophy of the normal bone ; 
this form is called parenchymatous exostosis, and the new 
formation is made up of either compact or cancellated tissue. 

Exostoses may be situated on the inner surfaces of the 
cranial bones and give rise to very serious cerebral symp- 
toms. The frontal bone is most frequently affected in this 
manner. In rare instances exostoses are found in the verte- 
bra, sometimes external and sometimes within the spinal canal. 

Osteomyelitis : The deposit of syphilitic material gener- 
ally takes place in the medullary canal of the long bones, but 
may occur in the periosteum or even in the substance of the 
bone itself. 



250 SYPHILIS OF THE BONES, CARTILAGES, AND JOINTS, 

The bones of the head are also liable to be affected, the 
syphilitic deposit occupying the diploe, thus separating the 
internal and external plates of the skull and leading to caries 
or necrosis of them, and frequently to perforation, either 
internally or externally. 

These lesions are generally (confined to the bones of the 
head, the nose, the hard palate, and the alveolar process of the 
upper jaw, but the long bones may also be similarly affected. 

The Joints. 

The joints are quite frequently involved during the second- 
ary and tertiary stages. 

Arthralgia : Pain in the joints is frequently an early mani- 
festation. 

The lesion is a specific inflammation of the synovial mem- 
branes and fibrous tissues. The skin remains normal in all 
respects and there is no effusion into the joint; the only 
symptoms being pain, with sometimes slight stiffness of the 
articulation. The pain, which varies greatly, generally 
becomes worse at night. 

Any of the joints may be attacked, but generally the larger 
ones, usually the knee. 

In some cases the cartilages are invaded, giving rise to 
crepitation. 

Synovitis : There are two varieties of syphilitic synovitis ; 
the first is a chronic effusion into the joint, without change in 
its structures; the second consists of effusion with thickening 
of the synovial membrane. 

The first variety occurs in the early stage. The affection 
begins slowly and painlessly and consists of an effusion and 
some stiffness of the articulation. The integument is not 
involved. The effusion may be slight or copious, and is inter- 
mittent in character ; in some cases it is absorbed gradually, 



SYPHILIS OF THE EYE. 251 

while in others it becomes chronic and very persistent. Sup- 
puration or destruction of the joint does not occur. 

During this process firm pressure may. elicit some pain, 
otherwise there is none. 

The second variety occurs late in the secondary and during 
the tertiary stage. The affected joint becomes slightly painful, 
enlarged, and its motion impaired. The effusion takes place 
slowly and is accompanied by thickening of the synovial 
membrane and fibrous . tissue. 

The lesion is due to gummy infiltration into the synovial 
membrane. In some cases the cartilages become more or less 
eroded, thus giving rise to crepitation. There is but little 
tendency to complete ankylosis. 

The knee-joint is the one most frequently affected. 

The prognosis is, as a rule, good if the patient has suitable 
treatment at an early period. 

Treatment : Bone lesions require large doses of potassium 
iodide, or the " mixed treatment," combined with local rub- 
bings of 50 per cent, mercurial ointment. In case of necrosis 
or pus-formation we resort to the regular surgical treatment 
for these conditions. 

For syphilitic synovitis the patient should be put on the 
" mixed treatment," or large doses of potassium iodide, and 
the joint or joints immobilized and covered with 50 per cent, 
mercurial ointment, over which is placed a heavy cotton 
dressing. 

SYPHILIS OF THE £7£. 

The bones of the orbit may be attacked by either periostitis, 
caries, or necrosis, and present the same general symptoms as 
do similar lesions in the other bones. 

The inflammatory process may extend from the diseased 
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bones to the contents of tlie orbit, causing a cellulitis, which, 
if untreated, is liable to result in abscess and partial or com- 
plete destruction of the organ. 

These lesions usually attack the orbital plate of the frontal 
and lachrymal bones. 

Syphilitic nodes can form upon any of the four walls of 
the orbit and, if deeply situated, cause protrusion of the eye, 
with more or less interference of vision. 

Affections of the lachrymal passages may occur at any 
period of the disease. 

In some cases thev are limited to the mucous membrane 
and submucous tissue and consist of catarrhal inflammation 
with (edema and ulceration. In the majority of cases the 
process l)e<j:ins in the bones or periosteum and involves the 
mucous nienibraiie secondarily. 

Sipnpfoms : As the lachrymal passages become impervious, 
the tears collect upon the conjunctiva and flow over the face; 
purulent matter forms in the lachrymal sac and regurgitates 
into the eye, causing conjunctivitis and inflammation of the 
puncta lachrymalis. If the j)rocess be very severe, an abscess 
mav form in the lachrvmal sac. 

Treatment: Iodide of potash and mercury in full dose 
should be given in combination, but besides this the majority 
of cases require local measures. 

One or both canaliculi are incised as far as the caruncle, 
and dilated with a Bowman's probe ; this procedure affords 
great relief by making a free communication between the sac 
and the conjunctiva, and also by giving an outlet to pus or 
anv material that has formed in the sac. If there be an ob- 
struct ion in the nasal passages due to oedema of the raucous 
membrane, a probe should be passed every few days and left 
in situ for several minutes, thus restoring the original calibre 
of the canal. 
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The lachrymal gland : Very few eases of affections of this 
gland have been reported. 

The gland becomes swollen, pushing the upper lid forward, 
which, in turn, may become red and inflamed, but gives rise 
to no pain. 

Affections of the eyelids are not at all common ; they are 
divided into eruptions, ulcerations, and infiltrations. 

Eruptions may occur upon either the external or the inter- 
nal surface of the lid, in the form of papules or pustules. 

The initial lesion may be situated upon any part of either 
surface of the lid, but most frequently occurs at its free 
margin. 

Beginning as a papular or superficial ulcer, it is soon sur- 
rounded by well-marked induration with enlargement of the 
pre- auricular glands. 

In the secondary period lesions of the lids occur as small, 
elevated, circumscribed spots of a grayish-red, yellow, or 
copper color. 

Mucous patches are sometimes found upon the palpebral 
conjunctiva and resemble those situated elsewhere. 

Ulcerations of the eyelid during this period generally com- 
mence as gummy tumors or submucous infiltrations. They 
cause great destruction of the tissues and are generally situ- 
ated upon the border of the lid. 

Infiltrations between the cartilages and the integument do 
not always ulcerate, but may remain for a long time as nodules, 
which disappear under proper treatment. 

The tarsal cartilages may become inflamed and thickened, 
causing oedema of the lid, with or without redness of the 
integument. 

The affection is very chronic and results in the loss of 
elasticity of the cartilage. 

The tendons and fasciae of the muscles of the eye may also 
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be involved in the general specific inflammation, which is apt 
to lead to abscess-formation and consequent destruction of the 
organ. 

The ocular coi^junctiva is rarely affected by syphilitic 
lesions, but may be the seat of tubercles, gummy tumors, and 
gummatous infiltration. Cases of papules and blotches have 
been observed coincidently with a general eruption ; the 
initial lesion is sometimes situated here. 

Secondary ulceration may occur near the margin of the 
cornea ; and begin as red, elevated spots, which soon ulcerate, 
and are liable to extend to the cornea. 

The cornea : Syphilitic ulceration of the cornea is a very 
rare manifestation. When inflammation does occur it is 
usually in the substance of the cornea, and designated as 
parenchymatous keratitis, of which there are two forms : the 
difl\ise and the punctate. 

Diffuse keratitis is generally accompanied by a varying 
amount of pericorneal injection and. slight grayish opacity 
of the cornea, which after a time gives it the appearance 
of ground-glass. As a rule, there is not much pain or photo- 
phobia at first, but these symptoms gradually increase in 
intensity and are accompanied by lachrymation. 

Diff^use keratitis is the form generally observed in young 
children and is almost always due to hereditary syphilis. 

Punctate keratitis : The opacity occurs in sharply limited 
spots or points, which, as a rule, do not coalesce. 

The lesion is gray or yellow in color and deeply seated. 

Treatment : Syphilitic affections of the conjunctiva and 
cornea require *^ mixed treatment." The eye must be pro- 
tected from the light, and the pupil kept dilated by means 
of atropine. 

Affections of the sclerotic coat are divided into episcleritis 
and parenchymatous scleritis. 
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Episcleritis generally begins as a hypersemic spot near the 
margin of the cornea, which, as the inflammation continues, 
becomes violet or purple in color. The conjunctiva is seldom 
involved, and then to a limited extent only. Any part of the 
cornea can be affected, and several spots may form at the 
same time and merge into each other. 

There is usually but little pain, photophobia, or lachryma- 
tion with this process, which may in some cases invade the 
cornea, the iris, or the ciliary body. 

Parenchymatous scleritis is a very rare affection. As a 
rule, it commences by a zone of injection around the cornea, 
which is at first pink in color, but eventually becomes 
purplish. This 2)inkish zone gradually extends backward, 
covering entirely the anterior portion of the ball. This 
affection may run a chronic, painless course, or cause photo- 
phobia, severe pain, and lachrymation. 

The iris may or may not be implicated. 

The sclerotic coat is sometimes the seat of gummous infil- 
tration. 

SypMlitic iritis is one of the most serious affections of the 
eye, and should be recognized early in order that proper 
treatment be employed. 

It usually appears during the secondary period, but may 
occur much later. 

There are three varieties of inflammation of the iris : first, 
simple or plastic iritis; second, serous iritis; and, third, 
parenchymatous or suppurative iritis. 

Simple or plastic iritis is characterized by congestion of the 
iris, with the production of an exudation from it, and in some 
cases by an increase of the connective tissue. As a rule, there 
is injection of the conjunctival and sclerotic vessels. The 
color of the iris is changed, its surface is covered by a thin 
layer of fibrin^ and on exposure to light it reacts slowly or 
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not at all. The pupil may become irregular in shape, owing 
to the adhesions between it and the capsule of the lens, or to 
the exudations into its substance. 

Serous iritis : In this affection the exudation is serous in 
character, and is due to excessive secretion of turbid aqueous 
humor, which generally produces an increased intraocular 
tension ; this causes deepening of the anterior chamber and 
dilatation of the pupil from pressure. Circumcorneal injec- 
tion may be absent or present. Adhesions between the lens 
and the iris are very rare in this form. 

Parenchymatous or suppurative iritis : In this form of iritis 
there is inflammation in the stroma of the iris, causing oedema 
of the membrane and increase in its cellular tissue-elements. 
Elevations, also called tubercles, or condylomata, occur upon 
the surface of the iris, and in composition are identical with 
gummy tumors. The vessels of the membrane are congested 
from retardation of their circulation. Adhesions between 
the margin of the pupil and the lens are very common. Pus 
is produced rapidly and abundantly in the anterior chamber. 

Pain and photophobia may be very severe, or in some 
cases entirely wanting ; vision is always more or less inter- 
fered with. 

If the affection be early and properly treated, the eye 
returns to its normal condition ; but in cases that are neg- 
lected, permanent adhesions form, which impede the motion 
of the iris. 

Treatment : The patient should be kept in a shaded but not 
darkened room, and go out morning and evening in the open 
air, with smoked or blue glasses. 

In the acute form of iritis the patient must be brought 
under the influence of mercury as rapidly as possible, without 
causing impairment of the general health. 

To prevent the formation of adhesions between the iris and 
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the capsule of the lens, the pupil must be kept constantly 
dilated with a solution of sulphate of atropia (two grains to 
the ounce of distilled water), this being dropped in two or 
three times daily; it also relieves the pain and irritation. 
If the iris does not yield to the use of the atropia, leeches 
should be applied to the temple, or, these measures failing, 
evacuation of the contents of the anterior chamber by para- 
centesis cornese must be resorted to. To relieve the pain, 
mercurial inunctions may be made over the brow and tem- 
ple ; but if it be very severe, hypodermic injections of mor- 
phine are required. 

For chronic iHtis give mercury and potassium iodide, if 
well borne ; but if not, tonics and potassium iodide internally 
and mercurial inunctions. 

If, in spite of all treatment, the aqueous humor becomes 
very cloudy, the pain increases, the tension becomes greater, 
there is a decrease of vision, or if pus forms in the anterior 
chamber, then paracentesis should be performed ; but if the 
disease still progresses, with an increase of all the above 
symptoms and extension of the inflammatory processes to 
the deeper structures of the eye, then iridectomy must be 
resorted to. 

The ciliary body : Primary cyclitis, or inflammation of the 
ciliary body, is very rare. It usually follows affections of 
the iris or the choroid. 

The symptoms are intense pericorneal injection at one or 
more points, opposite any one of which there is retraction of 
the iris. 

Grummuta are also sometimes found in the ciliary body. 

The choroid : There are three varieties of choroiditis : first, 
plastic choroiditis, or choroiditis exudativa; second, serous 
choroiditis ; and, third, parenchymatous choroiditis. 

Plastic choroiditis y or choroiditis exudativa^, is characterized 
17— V. D. 
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by the formation of an exudation upon the surface and in the 
substance of the choroid. 

The exudation appears like yellowish- white or straw-colured 
spots, over which run the retinal vessels. These spots may be 
absorbed and leave no trace of their existence, but usually the 
exudation disappears, leaving atrophic changes in the choroid, 
which becomes greatly thinned and allows the sclera to be 
seen, thus giving a white, glistening appearance to the pre- 
viously yellow spots. 

Serous choroiditis is characterized by the exudation of a 
serous material from the choroidal membrane. 

Parenchymatous choroiditis consists of a deep-seated inflam- 
mation with hypertrophy of the cellular tissue, forming little 
gummy tumors which project into the vitreous humor. 

Syphilitic choroiditis usually develops in the late secondary 
or the early tertiary period. 

The retina : Retinitis, or inflammation of the retina, is 
marked by increased vascularity and opacity of the mem- 
bmne, due to eflfusion into its substance. 

It usually begins by redness of the optic nerve entrance or 
by slight oedema, which obscures the imderlying structures. 
The retinal vessels become enlarged, tortuous, and sometimes 
rupture, forming spots of ecchymosis. The deposits of 
lymph in the retina cause light-colored patches, beneath 
which pass the vessels of the choroid and the retina. 

Retinitis is rather an uncommon manifestation and gener- 
ally occurs quite late in the disease. 

The optic nerve : Optic neuritis, unless following an in- 
flammation of the retina or choroid, is very rare, but does 
occur. 

The ophthalmoscopic appearances of specific and non-spe- 
cific neuritis are the same. 

The nerves of the eye : Syphilitic paralysis of the nerves 
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of the eye is a not uncommon manifestation of the disease 
and attacks most frequently the third pair, or motor oculi ; 
next the sixth pair, or abducens ; and, finally, the fourth pair, 
or patheticus. 

Paralysis of the third pair causes ptosis, external strabis- 
mus, immobility of the ball, diplopia, and mydriasis. 

Paralysis of the sixth pair gives rise to internal strabis- 
mus. 

Paralysis of the fourth pair is followed by a loss of power 
of rotation of the eveball on the affected side. 

Sometimes only certain branches of a nerve are involved, 
or different nerves of both eyes may be affected simulta- 
neously. 

Treatment : All of these muscular affe(?tions require large 
doses of potassium iodide, combined with local frictions of 
strong mercurial ointment, or the hypodermic injection of 
bichloride solution. 

SYPHILIS OF THE EAE. 

The external ear may be the seat of macules, papules, and 
gummata, although their occurrence in this situation is not at 
all common. 

The external auditory canal is sometimes, but not very 
commonly, the seat of mucous patches and condylomata; 
they are either isolated or merged together and completely 
occlude the canal, causing quite severe pain. 

Ulcers are sometimes situated on the walls of the external 
meatus ; they are rounded in form, very painful and chronic, 
and begin as circumscribed inflammations or gummy tumors 
which break down and suppurate. 

The middle ear is that portion of the organ which is most 
frequently affected in syphilitic subjects on account of its inti- 
mate connection with the throat, from which any syphilitic 
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affection may extend, and in which place syphilitic lesions are 
so common. 

Mucous patches may be situated in the Eustachian tube or 
upon the walls of the middle ear. 

The se/jueiw of these affections are opacities or destruction 
of the drum, loosening of the o.^sicles from their attachments, 
or caries of the temporal bone or ossicles. 

The mastoid cells may also be involved as in ordinary sup- 
purative otitis media. 

Stricture or complete occlusion of the Eustachian tube may 
follow an acute or severe invasion of syphilis. 

Hypertrophy of the lining membrane, membranous bands, 
polypi, or hyperplasia of the osseous tissues, cause impair- 
ment of hearing, according to their degree of develop- 
ment. 

The internal ear: Very little is definitely known of 
syphilitic lesions of this portion of the ear. 

In cases of severe inflammation of the tympanum there may 
• be congestion, or even extravasation of blood into the inter- 
nal ear. 

Disease of the labyrinth usually appears at the end of the 
secondary stage and may either follow disease of the middle 
ear or occur primarily. 

Cases of sudden deafness, due to syphilis, usually occur 
within the first four years of the disease, and, as a rule, both 
ears are affected simultaneously. 

There is a feeling of fulness in the ear, but no pain ; the 
patient has vertigo and sometimes a staggering gait. 

The attack is preceded by hyperemia of the drums, which 
afterward become opaque, lustreless, and only slightly, if at 
all, injected ; there is no sign of fluid in the middle ear. The 
Eustachian tube remains open and the fauces may or may not 
be affected. 
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CONSTITUTIONAL TREATMENT OF SYPHILIS. 

The constitutional treatment of syphilis consists in the 
judicious use of the specific remedy mercury, administered, 
as a general rule, alone during the early months of the dis- 
ease and combined with the iodide of potassium in the later 
ones. 

During the entire course of treatment the patient's gen- 
eral condition must be most carefully watched and regu- 
lated by the employment of proper hygienic measures and 
tonics. 

Diet and daily habits : These patients should lead moder- 
ate, temperate, and regular lives, with nourishing and readily 
digestible diet. 

A little ale or beer can be taken at lunch, and a glass 
or so of sherry, claret, burgundy, or white wine with dinner ; 
champagne is harmful, as is also brandy or spirits, and 
should, therefore, not be allowed, especially on an empty 
stomach. 

A little whiskey in soda or mineral water may be taken 
with lunch or dinner unless contraindicated. 

Tobacco in all forms must be interdicted, when there are 
lesions of the mouth, the tongue, the fauces, etc., as it causes 
local irritation of these parts, and also a depressing influence 
generally in some subjects ; it can, however, be used in great 
moderation, provided it does not give rise to local irritation 
of the mucous membranes. 

It is very important that there should be at least one free 
evacuation of the bowels every day. Moderate exercise in 
the fresh air and sunshine must be insisted upon, as well as 
daily bathing in either w^arm or cool water, whichever is 
preferable ; as by these means the secretory apparatus of the 
skin is kept in good working order, which is very essential in 
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these cases, especially wlien undergoing the general inunction 
treatment. 

Russian and Turkish baths are beneficial in some cases, as 
are also plain hot, salt, or sea baths, provided they are taken 
in moderation, and not followed by the cold plunge, or shower, 
the shock of which is very harmful and even dangerous dur- 
ing the first months of the disease; the bath may be followed 
hy gentle massage, and a general alcohol rub. 

In the primary stage of the disease — that is, before the ap- 
pearance of the roseola, or macular rash, the patient's general 
health must be thoroughly investigated, and he or she put in 
as good physical and mental condition as possible. The teeth 
and gums, as well as the mucous membrane of the nose, 
mouth, and throat, and also that of the entire gastro-intestinal 
tract, should be carefully and systematically examined, and 
put in thorough order, as congested mucous membranes, 
rough, dirty, and decayed teeth, and spongy gums cause more 
or less local irritation, which is the prime factor in the pro- 
duction and persistence of mucous patches, and is in many 
cases the underlying cause of salivation. 

Now is the proper time for the patient to begin to cut down 
the amount of his alcohol and tobacco, so that by the time 
of constitutional manifestations he has himself so well in 
hand, that he is only taking a little alcohol with his meals, 
and smoking one or perhaps two cigars a day, after which 
it is well to rinse the mouth with some bland or astringent 
wash. 

To combat the anaemia which is liable to occur in the 
j)rimary and the early part of the secondary stage, tonics 
must be administered, such as quinine, iron, strychnine, 
cinchona, gentian, or the fluid extract of erythroxylon cocoa, 
which latter preparation has a decided tonic effect on the 
heart and nervous system generally. 
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Administration of Mercury. 

The constitutional use of mercury in the primary stage of 
syphilis does absolutely no good, but tends rather to render 
the development of the manifestations late and irregular, and 
very often, if not always, makes the diagnosis as to whether 
or not the patient has had syphilis very doubtful, or even 
impossible. 

Patients, therefore, should not be put upon constitutional 
mercurial treatment until the disease is constitutional, which 
is shown both by the appearance of the roseola or macular 
syphilide, and the general glandular enlargement. These 
manifestations not only confirm the physician's diagnosis 
beyond a doubt, but also make a lasting impression on the 
patient, which may be of much practical use during the sub- 
sequent treatment, and even in future years should a question 
arise as to the specific or non-specific nature of a given lesion 
or condition. 

As a result of a proper constitutional treatment, begun at 
the onset of the secondary stage, there will be a steady 
decrease in the size of the enlarged lymphatic glands, as well 
as a rapid disappearance of the erythematous rash, which, as 
a rule, in otherwise healthy individuals will be the last erup- 
tion seen. 

In using mercury it must not be forgotten that in certain 
instances it is apt to cause such disagreeable complications as 
salivation, and stomatitis, gastro-intestinal disorders, impair- 
ment of nutrition, and depression of the vital forces, but for- 
tunately such complications at the present time are very rare 
indeed, as the doses employed are exact, the preparations more 
carefully selected, and the gums, teeth, and mucous mem- 
branes put in good order in the primary stage of the disease, 
before constitutional treatment is commenced. 
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Mercury may be administered by the mouth, by inunction, 
by hypodermic injection, or by fumigation. 

By the mouth : If the drug is to be administered in this 
manner, the best preparations are the protoiodide (green 
iodide), or the tannate of mercury, given in pill form accord- 
\ng to the following formulae, which contain a tonic and a 
sedative, as well as the mercurial : 

!^. Hydrarg. protoiodid., gr. viij-x-xv. 

Ferri et quin. cit., ^-HJss- 

Ext. hyoscyam., gr. vj. M. 

Ft. in pil. No. xxx. 
S. — One pill three times a day. 

!^. Hydrarg. tannic, gr. xv-xxx. 

Quin. sulph., 3j. 

Ext. hyoscyam., gr. vj. M. 

Ft. in pil. No. xxx. 
S. — One pill three times a day. 

If so desired, the salicylate, or the thymoloacetate of mer- 
cury may also be used in pill form, in from half to even three- 
quarters grain doses ; practically, however, these preparations 
have no advantage, nor are they even as efficient as the tan- 
nate or the protoiodide. 

If the pills cause colicky pains and diarrhoea, they should 
be stop})ed for a day or so, the patient given a little ginger 
or ])aregoric, and the diet regulated. When they are resumed 
it is best to begin witli one pill daily, and increase the num- 
ber cautiously. It must be remembered, however, that the 
pill treatment of syphilis is much more liable to cause saliva- 
tion and gastro-enteritis than the inunctions, to which it is 
far inferior in every respect as regards the ultimate cure of 
the patient, and should, therefore, never be employed for 
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any length of time, unless it is absolutely impossible for the 
patient to take rubbings ; in wh!ch case better and more 
lasting results will be obtained from a *^ mixed treatment '' 
than from the pills alone, which, although pleasant and agree- 
able to the patient, and easy for the physician, have little if 
any real value after the first few weeks of the constitutional 
or secondary stage. 

Internal medication by means of any of the above pills 
should therefore only be employed for the first few weeks or 
so ctf the disease in those patients who will not or cannot take 
rubbings, the physician always endeavoring to put his patients 
upon the regular inunction cure as soon as possible by ex- 
plaining to them in an intelligent and comprehensive manner 
the great and lasting advantages to be gained from systematic 
mercurial frictions. 

Inunction : This is the most efficacious and rational mode 
of administering mercury, as by the inunction method we 
obtain not only the constitutional, but also the local, action or 
effect of the drug, and at the same time spare the stomach. 
The best preparation is a 50 per cent, fresh mercurial oint- 
ment made with lard. 

The part to be rubbed should be thoroughly cleansed with 
soap and hot water, and dried, or sponged with alcohol or 
alcohol and ether. A fresh portion of integument is selected 
each time, and rendered clean as above described, as in this 
manner irritation of the integument (dermatitis) is in a great 
measure if not wholly prevented. 

For each inunction or rubbing are used from twenty-five to 
seventy-five grains of the ointment, which is carefully weighed 
and put up in oiled papers or gelatin capsules, thus making 
the method an exact and accurate one as to the amount of 
drug used at each rubbing. The frictions are best given by 
a professional rubber, although patients can rub themselves 
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if the item of expense has to be considered. The average 
healthy man takes about sixty grains at a rubbing, although 
there are some who go as high as seventy-five and even eighty 
grains. 

Each rubbing should occupy from twenty to thirty minutes 
in order that the ointment may be well rubbed in, which 
leaves the skin of a grayish color, and not markedly greasy 
to the touch. 

If the frictions are given in this thorough manner, the 
treatment cannot, strictly speaking, be called a dirty or irk- 
some one, as it is by some writers; in my own practice I 
experience little, if any, difficulty from patients on this score, 
all of them being willing and anxious to continue the inunc- 
tion treatment, having once seen its marked effects on the 
eruption and glandular enlargements. 

To protect the clothing, these patients can wear the thinnest 
kind of underclothes over the part last rubbed. 

A course of inunctions or frictions consists of eleven rub- 
bings, given on the following regions, into which the body is 
divided, so tliat at the end of each course the entire body has 
been treated with the exception of the scalp and face, both of 
which can be rubbed on alternate nights with ammoniated 
mercurial ointment if so desired. 

Region 1. The entire neck, well up to face and hair-line, 
and down to clavicles. 

Region 2. The right shoulder, axilla, arm, forearm, and 
hand (dorsum and palm). 

Region 3. The left shoulder, axilla, arm, forearm, and 
hand (dorsum and palm). 

Region 4. Right half of chest and abdomen (from clavicle 
to groin, and from median line to axillary line). 

Region 5. Left half of chest and abdomen (from clavicle 
to groin, and from median line to axillary line). 



INUNCTIONS. 267 

B/egion 6. Right half of back (from root of neck to but- 
tock, and from median line to axillary line). 

Region 7. Left half of back (from root of neck to buttock, 
and from median line to axillary line). 

Region 8. Right thigh and groin. 

Region 9. Left thigh and groin. 

Region 10. Right leg and foot (dorsum and plantar sur- 
face). 

Region 11. Left leg and foot (dorsum and plantar sur- 
face). 

Asa rule, the rubbings are given every of Iter nighty although 
sometimes oftener, the first one not being washed oflf* until just 
before the second one is administered, and so on through the 
entire course. 

When one course of rubbings is finished, treatment should 
be stopped for a few days and then resumed in the same 
regional manner as above described, the integument being 
thoroughly cleansed by a hot bath or so during this period 
of rest. 

For rubbing the scalp and face, we substitute white pre- 
cipitate ointment for the mercurial ointment on account of 
the color of the latter. These j)arts are rubbed two or three 
times a week during the early weeks of the secondary stage. 

The regular inunction treatment is continued up to the end of 
the first year, during which time the patient has had from one 
hundred to one hundred and fifty or even more rubbings. 

In the majority of cases, at the end of the first six months 
the patient is doing so nicely, and the disease is so thoroughly 
under control, that medication may be suspended temporarily 
for from two to four weeks, and then resumed. 

At this period the lesions, if any exist, and this is rarely 
the case, are mild, and consist of patches on the tongues of 
drinkers and smokers and persons who have not kept these 
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parts dean, or superficial lesions in those who are subject to 
simple skin -affections. 

The next course of fnnnction treatment generally lasts from 
two to three months, when the drug may he again discon- 
tinued for a time, and then resumed, until the end of the first 
year, during which the patient has had ahout nine to ten 
months of actual treatment. 

Fumigation : Fumigations are undoubtedly of great value 
Fig. 64. 




in certain of the chronic, tlie localized, and especially the 
scaling and ulcerating, eruptions of syphilis, but must not be 
employed as a routine method of treatment. 

The mercurial vapor is beat generated from calomel and 
cinnabar placed on a Lee's fumigation lamp. (Fig, 64.) 
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These treatments may be taken at home or at a regular 
bath-establishment, whichever the patient prefers; the physi- 
cian always prescribing the amount of drug to be used at each 
bath, and never leaving it to the discretion of the attendant. 

The purest calomel and cinnabar (red sulphide of mercury) 
must be employed, and the body or the part to be acted upon 
thoroughly washed, if possible, before the bath is given. The 
bath should be taken a.t night just before retiring, and about 
twenty grains of calomel and forty grains of cinnabar used ; 
these are mixed and placed on the lamp. 

The patient, undressed and covered with blankets, sits on a 
cane-bottom chair, beneath which is the lamp ; in a few min- 
utes profuse perspiration comes on, the drugs being com- 
pletely volatilized in about twenty minutes, during which 
time steam is also produced from the water-bath on the lamp, 
which is then extinguished. The patient remains on the 
chair a few minutes longer, and then retires in the same 
blanket, without being rubbed. 

The bath may be given every night, or one to three times 
weekly, according to the strength of the patient and the 
amount of mercurial effect desired. The patient should be 
very careful not to catch cold after the treatment. 

Hypodermic injections: The treatment of certain mani- 
festations of syphilis by hypodermic injections of mercury is 
very useful, and may be regarded as a valuable addition to 
the above-described methods ; but its general adoj)ti()n as a 
routine method of treatment cannot be recommended, as the 
injections are followed by more or less pain, soreness, indu- 
rated nodules, and in some rare cases by abscess. 

The best preparation is a watery solution of the bichloride 
of mercury, used in several strengths ; varying from -^^ to \ 
or even \ a grain of the drug in ten drops of sterile water ; 
^ of a grain being a good average dose. 
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Calomel may also be employed for this purpose, giving 
from ^ to 1 grain in ten drops of distilled and filtered 
water. 

The injections are given with an all-glass (Fig. 65) or a 
hard-rubber and glass hypodermic syringe, and steel needles 
about an inch and a quarter long, every antiseptic precaution 

Fig. 65. 




All-glass hypodermic syriuge. 

being taken as regards instruments, the preparation of the 
integument, and the surgeon's hands. 

The patient should stand erect, and the needle be inserted 
for about an inch, and exactly at right angles to the surface ; 
the solution is now injected slowly, the needle carefully with- 
drawn, and the little puncture wiped off with alcohol. No 
dressing of any sort is required. 

The best place for making the injection is in the fossa just 
behind the trochanter major. It is better to wait a day or so 
after each injection before giving another, in order to test the 
susceptibility of the patient. 

This method gives brilliant results in late secondary and 
in tertiary lesions of the tongue ; also in syphilis of the brain, 
the spinal cord, and the nervous system generally, especially 
at the onset of an acute attack. 

In ocular and oral troubles the injections are of great ben- 
efit, as is also the case when we require the speedy action 
of the drug, and when mercury cannot be taken by the mouthy 
or rubbed into the skin. 
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Mixed Treatment. 

By the " mixed treatment '^ is meant either the internal 
administration of potassium iodide and mercury in combina- 
tion, or the iodide alone taken internally and combined with 
inunctions, fumigations, or hypodermic injections. In other 
wonis, patients who are taking mercury and iodide of potas- 
sium at the same time are said to be upon a " mixed 
treatment." 

As a general rule, at about the beginning of the second 
year the majority of patients are put upon an internal form 
of "mixed treatment,'' which should be continued in about 
the same manner as the first year's inunction treatment, and 
for from one and a half to two years, according to the prog- 
ress and exigencies of the case ; the patient getting about eight 
to t€n months' actual treatment during the second year. 

The following prescription for the *^ mixed treatment" is a 
good working formula, but may have to be somewhat modi- 
fied according to the susceptibility of the patient and the 
requirements of each individual case. 

!^. Hydrarg. biniodid., gr. j-ij-iij-iv. 

Potass, iodid., 3ij-5ss-?j-3ij. 

Tinct. gent, co., 3iij. 

Aq., ad 5iv. M. 

Sig. — 3j in a wine-glass of water, one to two hours after 
each meal. 

In the above formula we can substitute the bichloride of 
mercury for the biniodide, and, if so desired, the compound 
tincture of cinchona, or the essence of pepsin, for the tinct- 
ure of gentian. 

Asa broad, general rule, it may be stated that all precocious 
manifestations of syphilis require some form or combination 
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of " mixed treatment/' as do also affections of the eye, the 
ear, the vascular and the nervous system, also lesions of the 
brain, the cord, the bones, the joints, and the viscera. 

Iodide of Potash. 

As the iodide of potassium has a very marked effect upon 
the toxins of syphilis, its early administration in combination 
with mercury will be followed by very satisfactory results. 
It should therefore be employed with the inunctions or some 
form of mercurial treatment, my habit being to administer it 
in moderate dose with each or every other course of rubbings, 
after the completion of the second or third course, and con- 
tinuing it in this manner during the first year. 

Iodide of potash has also a very beneficial effect upon the 
lesions of the transition and the tertiary stage ; but as it sub- 
dues rather than cures them, it should always be combined 
with mercury, either internally or in the form of inunction, 
hypodermic injection, or fumigation. 

In all cases of precocious syphilis, in lesions of the brain, 
the cord, and the nervous system, and also in syphilis of the 
blood-vessels, the bones, the joints, the viscera, the eye, and 
the ear, iodide of potassium should always be administered in 
liberal dose and in combination with a mercurial. 

The dose of the iodide in the beginning should be from 
about five to fifteen grains, three times a day, an hour after 
meals. This may have to be increased in some cases to one, 
two, three, or even five to six hundred grains daily. 

It is best to begin with very small doses, well diluted in 
water, or vichy water, lemon-juice, milk, or the essence of 
pepsin. 

In some instances it causes coryza, pain in the frontal 
sinuses, oedema of the conjunctiva, swelling of the lids, irrita- 
tion of the fauces, gastro-intestinal derangements, eruptions 
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on the skin, most commonly papules, acne pustules, or fur- 
uncles, and which, as a rule, are situated upon the face, the 
neck, and the back. All tlie above complications rapidly 
subside on the temporary suspension of the drug. 

In large and long-continued doses, iodide of potassium may 
sometimes give rise to a condition known as iodism, which 
consists of a feeling of oppression in the head, tinnitus au- 
rium, neuralgia, spasmodic muscular action, impairment of 
voluntary motion, and sluggish intellect. 

Patients who are taking iodide of potassium should be out 
in the fresh air and sunshine as much as possible ; have a free 
action from the bowels once a day, and keep the secretory 
apparatus of the skin in working order by baths, massage, 
etc. 

Zittmann's decoction, which is a combination of sarsaparilla, 
alum, sugar, anis, fennel, senna, and licorice, has in itself, as 
the above ingredients show, no specific value whatsoever, the 
beneficial effects following its use being due solely to its 
cathartic and tonic action, as a result of which there is usually 
a marked improvement in the general condition of the patient, 
who, after a time, can resume his regular mercurial and iodide 
of potassium treatment. 

Although an old preparation, it is still useful in certain 
rebellious cases of syphilitic cachexia and anaemia, and in 
late tertiary syphilis, when the regular specific remedies are 
not well borne, or cannot be tolerated, or apparently have no 
effect on the disease ; also in those patients who have had too 
much specific treatment, and who need tonics and purgation. 
If so desired, a small amount of bichloride, calomel, or cin- 
nabar (red sulphide of mercury) may be added to the de- 
coction. 

The drawbacks to the use of the official decoction are the 

18— V. D. 
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difficulty and tediousness of its preparation, also that it de- 
composes at the end of two or three days, and that the patient 
has to take one or two pints a day, which is more than most 
stomachs can tolerate. These disadvantages can be overcome 
by modifying the original decoction into a concentrated for- 
mula with smaller dose. 

Duration of Treatment. 

Specific treatment should always be continued for at least 
two to two and a half or even three years, in every case of 
syphilis, even though the patient has had no symptoms since 
the general outbreak of the disease. In relapsing cases, a 
vigorous treatment should always be advised for at least one 
year after the disappearance of the last manifestation, when 
it may then be discontinued, provided the patient can be 
occasionally examined by his physician, otherwise a longer 
treatment must be insisted on. 

After a proper course of medication the majority of other- 
wise healthy individuals are cured ; but it must not be for- 
gotten that this is not always the case, and that the late 
manifestations of syphilis are the most dangerous, especially 
the lesions of the brain, the spinal cord, the arteries, and the 

viscera. 

Salivation. 

During a course of mercurial treatment some subjects are 
liable to become salivated, especially those witli bad teeth and 
spongy gums, which conditions should have been corrected in 
the primary stage of the disease. 

Ssnnptoms: The first symptom of salivation is soreness 
of the gums just behind the superior incisors, and in the 
lower jaw back of the last molars ; the other symptoms are 
a metallic taste in the mouth, fetid breath, increased flow of 
the saliva, tenderness of the teeth when closed upon each 
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other, swelling of the tongue, which is marked by the teeth 
on its sides, oedema of the mucous membrane of the cheeks, 
gums, and lips, with difficulty and pain in articulation and 
deglutition. In some cases the neighboring lymphatic glands 
may become enlarged and tender. Sometimes there is fever, 
accompanied by general malaise. In rare extreme and neg- 
lected cases there is ulceration of the soft parts, which may or 
may not be followed by necrosis of the maxillary bones. 

Treatment : The mercurial must be stopped immediately, 
the bowels freely opened with saline cathartics, and the 
patient given a hot bath if taking inunctions or fumi- 
gations. The diet must be liquid and nourishing. For a 
gargle and mouth-wash we can use solutions of chlorate of 
potash, alum, and boric acid, which must be employed fre- 
quently. The line of juncture of the teeth and gums may be 
painted with equal parts of tincture of iodine and tincture 
of myrrh. If the flow of saliva is very profuse, small doses 
of sulphate of atropia should be given. 

A mouth-wash of bichloride of mercury 1 : 1000 is very 
serviceable in those cases in which the teeth and gums have 
been neglected, and are therefore in a dirty and spongy 
condition. 

Painting the mucous membrane of the cheeks and gums 
with mild nitrate of silver solution is followed by very satis- 
factory results in the severer set of cases, which are fortunately 
very rarely encountered nowadays. 

These patients must be kept in the open air and sunshine 
as much as possible and given tonics as indicated, but espe- 
cially quinine sulphate in full dose. 
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Hereditary syphilis, also incorrectly spoken of as congenital 
and infantile syphilis, is that variety in which the disease is 
transmitted to the foetus in ulero from either one or both 
parents. 

As a general rule, symptoms appear about the third week 
of life, but sometimes occur at birth, or as late as the third 
month, and in some instances even later. 

If both parents are syphilitic the foetus generally dies, or 
the child manifests symptoms at a very early date. 

The severity of the disease decreases with each succeeding 
child, and is in proportion to its intensity in either one or both 
parents at the time of its conception. It is only transmitted 
to the second generation, although instances have been re- 
ported, but not scientifically proven, in which the disease was 
transmitted to the third generation. 

There is no initial lesion nor are there any regular stages 
in hereditary syphilis ; the lesions are more hyperaemic and 
active than in the acquired form, and attack every organ and 
tissue. 

Hereditary syphilis may be derived from either one or both 
parents. If procreation occur while the father is in the first 
period of incubation the child will escape infection, and may 
do so even if he be in the second period of incubation, but is 
usually infected if he has secondary manifestations, although 
mercurial treatment may so modify the disease in the father 
that the child will escape, even during the first year. 

277 
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The father transmits his disease through his sperm-cells, 
which come in direct contact with the ovule of the female at 
the time of fecundation. A syphilitic father can transmit his 
disease to the foetus, the mother escaping infection. 

The mother may also transmit syphilis to the foetus, but her 
disease must be constitutional, as at that time her ovule is 
syphilitic, and the foetus is thus infected at the time of fecun- 
dation. The disease of the mother may be so modified by 
mercurial treatment tliat the child will escape infection. 

The syphilis of the mother acquired duHng pregnancy may 
be conveyed to the foetus through the utero-placental circula- 
tion, and the mother may also be infected by a syphilitic foetus 
through the utero-placental circulation, provided that in both 
cases the structure of the placenta is altered or impaired, thus 
interfering with its normal function of filtration. 

The course of the disease is chronic and very irregular. 
SujKjrficial and visceral lesions may be present at the same 
time. 

The duration of hereditary syphilis depends upon the inten- 
sity of the disease and the treatment employed. Some children 
are healthy at the end of a few months, others in a year, and 
others not until the tenth or twelfth year. 

The mortality of syphilitic children, although quite high, 
is not as great as in former years, owing to the improved 
methods of treating the parents, as a result of which the 
foetus may even esc^ape infection, or, if infected, the disease 
itself is rendered less severe. 

Abortion : Syphilitic women are very liable to abort, and 
generally do so between the fifth and seventh months. Abor- 
tion caused by the death of the foetus takes place at about the 
sixth month. The foetus is usually macerated, of a purple 
color, with various visceral lesions and bullae upon the soles 
and palms. 
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Syphilitic stillbom children, or those dying soon after birth, 
frequently have no cutaneous lesions. 

The majority of syphilitic children bom alive look perfectly 
healthy, but at about the end of the third week the disease 
manifests itself. 

Lesions of Hereditary Syphilis. 

The foremost eruptions of hereditary syphilis are the ery- 
thematous, the papular, the vesicular, the pustular, the bullous, 
and the tubercular syphilides. 

The erythematous ssrphilide, or roseola, is the first eruption, 
and appears about the third week of life ; it may l)e preceded 
by or accompanied with coryza. Beginning upon the lower 
portion of the abdomen as pink spots, the eruption finally 
invades the trunk, the face, and the extremities; the spots 
gradually assume a dull-red, coppery color, which does not 
disappear on pressure, owing to the pigmentation of the skin. 
As a rule, there is no elevation or desquamation of the spots, 
except in severe cases, or when they are situated upon the 
palms, the soles, or the nat€s. In some instances the spots 
coalesce, forming fissures which may or may not be painful. 
The eruption may be so faint in some cases as to escape obser- 
vation. 

The papular syphilide : This syphilide is sometimes the 
first to appear, or may be intermingled with the erythematous 
eruption. The lesion consists of large and small flat papules, 
scattered over the body. Grouping is infrequent except at 
a late period, and is then seen about the joints and on the 
extremities. The papules are coppery-red in color, and may 
exfoliate, especially when situated upon the palms or soles. 

Condylomata lata are really nothing more than modified 
papules, which, being situated between opposed surfaces of 
skin, at muco-cutaneous junctures, or wherever there is moist- 
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lire, become hypertrophic. They vary in size and shape, are 
of a grayish-pink or brown color; the surface is flat, some- 
times fissured and ulcerated, with an offensive secretion ; they 
appear early, run a chronic course, and are most frequently 
encountered about the anus. With pro|)er treatment they 
disappear, leaving copper-colored pigmentations, which finally 
fade. 

The vesicular sjrpliilide : This syphilide is rare and occurs 
as an early manifestation. It appears in groups, situated 
upon the chin, about the mouth, upon the forearms, the nates, 
the hypogastrium, and the thighs, and is usually associated 
with a bullous or pustular eruption. 

The vesicles may be large or small, are situated upon an 
infiltrated base of a brownish-red color, and contain serum or 
sero-purulent fluid. 

It is readily influenced by treatment and does not tend to 
relapse. 

The pustular syphilide : This syphilide generally appears 
before the eighth week ; it may involve the entire body, but 
it is usually most marked upon the thighs, the buttocks, and 
the face. 

The ])ustules vary in size and are situated on a thickened, 
deep-red base ; they sometimes rupture, leaving an ulcerated 
surface, which may or may not become incrusted. 

Those about the mouth have a tendency to coalesce. 
Groups of pustules are liable to form in the palms or soles, 
or develop around the nails, and finally destroy them. If the 
scalp is invaded by the eruption, there is usually some result- 
ing alopecia. 

Furuncular eruptions: Furuncles are liable to appear as 
early as the sixth month, or as late as the third year, and may 
either be alone or associated with other lesions. 

They form slowly and without any signs of inflammation. 
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the base being of a coppery-red color. Superficial ulceration 
occurs on the apex, leaving a deep ulcer, with everted mar- 
gins, and a scanty, offensive secretion. These ulcers remain 
from one to several months, frequently leaving permanent 
cicatrices. 

The bullous ssrphilide, or pemphigus, always indicates a 
severe and often fatal form of hereditary syphilis ; it may 
(XJcur at birth, or from a month to six weeks afterward. 

The palms and soles are most frequently invaded, although 
any portion of the body may be attacked. 

The bullae are conical, rounded, or flattened, and contain 
sero-purulent fluid, which soon becomes purulent; the sur- 
rounding skin is thickened and of a copper color. After 
rupturing, their course is chroni;; like that of the pustules. 
Relapses are very rare. 

The tubercular syphilide : This eruption may occur as early 
as the sixth month, or even several years after birth. 

It begins as deep-seated nodules or papules ; these implicate 
the integument, forming sharply circumscribed tumors, which 
either disappear or break down into chronic ulcers. The sur- 
face of the tubercles may be scaly, looking somewhat like 
psoriasis. They are usually found where the connective tissue 
is loose and abundant. 

Gummata and gummatous ulcers : These manifestations of 
the disease usually occur between the third and the twentieth 
years. Their course is similar to those in the acquired form. 

The mucous membranes : One of the first symptoms of 
hereditary syphilis is snuffling, accompanied by a profuse or 
scanty serous discharge from the nostrils, which is due to a 
structural change in the nasal mucous membrane. 

The secretion becomes purulent, bloody, and offensive, 
causing oedema and excoriation of the nose and the upper lip, 
upon which crusts may form. 
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The lesion begins as a simple erj/thema of the mucous 
membrane, ulceration ensues, and the disease may then 
extend to tlie bony and cartilaginous framework of the 
nose, causing its destruction, with more or less resulting 
deformity. 

Mucous patches: These lesions are at first whitish in color, 
elevated, and surrounded by an erythematous border; the 
epithelium is soon removed, leaving a slightly depressed, red 
surface, which may or may not undergo ulceration. 

They are most commonly situated at tlie angles of the 
mouth, upon the mucous membrane of the cheeks, the fauces, 
the tonsils, the sides and dorsum of the tongue, and on the 
gums, near the teeth. 

The secretion from the patches is free, serous in character, 
and highly contagious, so that great care must be exercised 
to guard against the infection of others, especially healthy 
wet-flurses, who would naturally be infected on the nipple or 
breast by nursing such children, although the mothers of these 
children acquire an immunity to syphilitic infection ; or as 
Colles says : " I have never witnessed nor heard of an instance 
in which a child deriving the infection of syphilis from its 
parents has caused an ulceration on the breast of its mother." 
This statement is known as Colles' law, which has been formu- 
lated by Von During as follows : " A healthy woman who, 
impregnated by a syphilitic man, has borne a syphilitic child, 
may be free of all symptoms of syphilitic infection, and may 
at the same time be refractory against any syphilitic in- 
fection." 

Mucous patches are very prone to relapse, and this is some- 
times observed even as late as the sixth year. 

Gummatous infiltrations: These lesions generally occur 
between the third and the twelfth years. 

They consist of a cellular infiltration of the mucous mem- 
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brane^ which at first becomes reddened and elevated, and 
finally develops into well-marked tumors, which usually 
break down into undermined ulcers, with a greenish, thick 
secretion. 

Their favorite sites are the hard palate and the posterior 
pharyngeal wall. 

The cause of these lesions is chronic. 

The larsmx : During the early years of syphilis the larynx 
may be the seat of simple hyperaemia, of mucous patches, or 
of ulceration, which involves either the mucous membrane 
alone or the cartilage beneath it. 

Gummatous infiltrations of the larynx belong to the later 
stages, and require full doses of the iodide of potash. 

The longs : Upon the surface of the lung, and scattered 
through its substance on the smaller vessels and bronchi, are 
numerous nodules, diflTering in size, and varying in color from 
a grayish-pink to a light yellow; the pleura near these 
nodules becomes opaque and thickened. 

An entire lung, or only portions of a lobe, may be in- 
volved. 

The morbid process begins by congestion, followed by cell- 
proliferation around the bronchioles and in the walls of the 
capillaries, causing partial or complete occlusion of their 
lumen, and destruction of the function of the lung. The 
nodules consist of connective-tissue cells, of fibrous and of 
gummatous tissue, and may undergo fatty or caseous de- 
generation. 

True gummatous nodules do sometimes occur. 

These lesions are most frequently encountered within the 
first eighteen months of life. 

The alimentary canal: It is thought by some observers 
that the chronic diarrhoea met with in syphilitic children is 
due to an erythema of the gastro-intestinal mucous mem- 
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brane, similar to the erythema occurring in the mouth and 
pharynx. 

The liver may be the seat of a connective-tissue infiltration, 
which renders it hard, globular, and hypertrophied ; these 
changes are either circumscribed or general. 

This new indurated tissue causes the capillaries to become 
obliterated, and the calibre of the larger vessels to be dimin- 
ished, and also compression of the cells of the acini, with 
the cessation of the flow of bile. 

Gummatous hepatitis occurs either as numerous small 
tumors, scattered through the substance of the liver, or as 
one or more isolated tumors. 

The spleen : During the early stages of the disease the 
spleen may become more or less hypertrophied, but yields 
readily to mercurial treatment. 

The enlargement is very great, rapid in its course, and 
most marked in cachectic children, and those in whom the 
disease is of a severe type. 

The pancreas : The organ may be enlarged and firm in 
consistence. The interstitial connective tissue is increased, 
especially between the larger lobules, causing compression of 
them, with atrophy, and fatty degeneration of their epithe- 
lium. 

The kidneys : The lesion consists of a diffiise or circum- 
scribed infiltration of round embryonic cells, with others of 
fusiform shape, into the connective-tissue framework, followed 
by compression or destruction of the tubules and colloid 
degeneration of their epithelium ; the organs are at first 
enlarged, but gradually become greatly reduced in size. 

The suprarenal capsules sometimes become enlarged, owing 
to the proliferation of young connective-tissue cells. 

The testicles : When these organs are affected the disease 
consists of a chronic, painless enlargement of one or both 



LESIONS OF HEREDITARY SYPHILIS. 285 

testes, generally accompanied by hydrocele and hypera^mia 
of the scrotum. The epididymis and cord are sometimes 
involved. 

The lesion consists of a connective-tissue proliferation, 
either interstitial or diffuse. 

If commenced at an early date, mercurial treatment causes 
speedy resolution ; but if neglected, atrophy or degeneration 
with abscess-formation, followed by fungous protrusion of the 
testicle, may occur. 

In all probability the ovaries are affected in a similar 
manner. 

The sheaths of the tendons : The sheaths of the tendons 
may become swollen and filled with fluid, the overlying skin 
being distended and reddened. This affection comes on 
rapidly, is not readily influenced by antisyphilitic treatment, 
and runs a chronic course. 

The nails : Affections of the nails are not so common in 
hereditary as in acquired syphilis. 

There are two forms of onychia: the ulcerative and the 
non-ulcerative. 

Ulcerative onychia usually occurs during the first and second 
years of the disease, but may appear much later. 

It IS the most common form, and begins at the side or base 
of the nail as a papule or pustule, which ulcerates and extends 
along the base or margins of the nail, and finally involves the 
matrix, which results in the loss of the nail, thus leaving an 
unhealthy-looking ulcer, with sanious discharge. The termi- 
nal phalanx becomes red, enlarged, and painful. 

The nails of the fingers are more liable to be attacked than 
those of the toes. 

Cicatrization of the ulcer, without the formation of a new 
nail, sometimes follows, or a deformed and useless one may 
grow. 
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The course of this affection is chronic, unless shortened hy 
mercurial treatment. 

Non-tUceraiive onychia is a later and more chronic mani- 
festation. 

It commences as a coppery -colored swelling at the margin 
or base of the nail, which soon becomes thickened, fissured, 
and brittle, dirty-white in color, with hypenemia of the matrix 
and adjoining tissues. There is usually some deformity of 
the i)lialanx, which may or may not be permanent. 

The teeth: The jwrmanent teeth in hereditary syphilis 
present certain peculiarities, especially the upper central 
incisors of the second set, which are known as Hutchinson's 
teeth, or test-teetb. (Fig. 66.) 




In describing these teeth Mr. Hutchinson says : " As diag- 
nostic of hereditary syphilis, various peculiarities are often 
presented by the other teeth, especially the canines, but the 
upper central incisors are the test-teeth. When first cut these 
teeth are usually short, narrow from side to side at their edges, 
and very thin. After a while a crescentic portion from their 
edges breaks away, leaving a broad, shallow, vertical notch, 
which is permanent for some years, but between twenty and 
thirty usually becomes obliterated by the premature wearing 
down of the tooth. The two teeth often convei^ and some- 
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times they stand widely apart. In certain instances in which 
the notching is either wholly absent or but slightly marked, 
there is still a peculiar color (' a dirty-brownish hue resembling 
that of bad size '), and a narrow squareness of form, which are 
easily recognized by the practised eye." 

The first or temporary set of teeth do not show this malfor- 
mation, and many children suffering from hereditary syphilis 
have perfectly normal teeth. 

The hair: Affections of the hair in hereditary syphilis are 
very like those in the acquired form. They occur with lesions 
of the scalp, especially the pustular syphilide. 

The lymphatic glands : In hereditary syphilis there is no 
general subacute adenitis, as in the acquired form, although 
groups of glands may be enlarged if they are in relation with 
active lesions. 

The bones: Osteochondritis: This affection occurs either 
in the first months of the disease or as late as the twelfth year, 
and is a very constant manifestation of hereditary syphilis. 

It most commonly attacks the bones of the forearm, the 
leg, the arm, and the thigh, but the clavicle, the sternum, the 
ribs, the metacarpal and the metatarsal bones may also be 
involved. 

The lesion is situated at the diaphyso-epiphyseal junction, 
and consists of a ring-shaped swelling around the end of the 
bone. In some cases the entire epiphysis may be enlarged, 
with or without the ring-formation at its junction with the 
shaft. If two bones are affected, as those of the forearm or 
the leg, they appear to be fused together by this process. 
The distal ends of the bones are more frequently attacked 
than the proximal. 

The lesion develops slowly in some cases, and rapidly in 
others; causes but little pain, interferes only slightly with 
motion, and disappears under proper treatment. The integu- 
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raent is not involved unless the mass be very large, when it is 
rendered tense and painful. The joints may be secondarily 
invaded, especially the elbow- and knee-joint. 

In some cases the lesions degenerate and break down, 
causing ulcerations of the integument ; the epiphysis may be 
separated from the shaft and destroyed, likewise the cartilage. 
In other cases resolution of the swellings occurs, and the bone 
returns to its normal condition; but if the intermediate layer 
of cartilage be destroyed, the bone is usually shortened. 

Periostitis is a later affection, and usually appears between 
the fourth and nineteenth years. 

Any of the long bones may be affected, and in some cases 
those of the skull also. The bone becomes tender, enlarged, 
and curved anteriorly; the process may involve the entire 
length of the shaft, or be localized and produce nodes. One 
or both limbs can be thus affected. 

Dactylitis: The lesions are the same as in the acquired 
form of syphilis, and consist of swelling of the phalanges, 
the metacarpal and the metatarsal bones in the early months 
of the disease, or even as late as the twentieth year. 

The proximal phalanges are more often attacked than the 
distal ones. The course of this affection is chronic, unless 
treated, when it responds nicely. 

The joints: In some cases of osteochondritis there is a 
serous effusion into the neighboring joint, which becomes 
slightly painful on account of the tension ; resorption and 
complete recovery usually ensue. The elbow, the wrist, the 
shoulder, the knee, and the ankle are most frequently in- 
volved, although almost any articulation is liable to invasion. 

In the latter years of syphilis the larger joints may be 
affected either primarily or secondarily to lesions of the bones. 
The process is slow, the joint being greatly distended and 
slightly painful ; the surrounding skin remains normal. With 
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the proper treatment resolution generally takes place, leaving 
a good articulation. 

The eyes : In hereditary syphilis the eyelids and the eye 
itself are liable to all the lesions which occur in the acquired 
form, and which have already been described under that 
heading. These affections appear at a very early date. 

The ears : The occurrence of sudden deafness in children 
who have hereditary syphilis is quite common. It is appar- 
ently due to disease of the nerves, or of their distributions 
in the labyrinth. The changes in the external parts, or the 
membrana tympani, are not sufficient to account for it ; the 
Eustachian tubes also remain normal. 

This affection is usually observed from about five years 
before puberty to the same length of time after it. The 
prognosis is unfavorable. 

The nervous system : In hereditary syphilis inflammation 
of the meninges and endoarteritis have been observed ; also 
gummata upon the membranes. 

Chorea sometimes occurs, and is either mild or severe in 
character ; it may be accompanied by hemiplegia or epilepsy. 
In these cases it is thought that the hemiplegia is caused by 
plugging of the middle cerebral artery; that the chorea is 
due to occlusion of its small distal branches, and tliat the 
epilepsy is occasioned by thickening of the meninges or gum- 
mata in or near the corpus striatum. 

Epilepsy may occur alone, and has been observed as late as 
the fifteenth vear. 

There is sometimes paralysis of the cranial nerves. 

In their evolution and course the affections of the nervous 
system in hereditary syphilis resemble those in the acquired 
form of the disease. 

Hemorrhagic syphilis in newborn children : This condition 
exists at birth, or not later than the first month of life, and is 

19— V. D. 
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frequently the only manifestation of the disease^ but may be 
accompanied by other lesions. 

In some cases there is a small^ subcutaneous hemorrhage 
in parts exposed to friction or pressure, while in other cases it 
occurs in or upon mucous membranes and viscera, or from 
the umbilical vein, and may be profuse or even fatal. 

Prognosis. 

The prognosis of hereditary syphilis is usually unfavorable, 
and depends greatly upon the condition of the ])arent or 
parents at the time of conception, the intensity of the disease 
in the child, and whether the parent or parents have received 
proper antisyphilitic treatment for a sufficient length of 
time. 

The prognosis should therefore always be made in a guarded 
manner, and after a careful consideration of the alx)ve state<l 
conditions. It is, however, not as unfavorable as in former 
years, owing to the improved methods of treatment, not only 
of the parents, but also of the child itself. 

Treatment of Hereditary Sjrphilis. 

If a pregnant woman is syphilitic, she should be put imme- 
diately on inunctions of strong mercurial ointment and, if pos- 
sible, full doses of potassium iodide, which must be continued 
in a careful and methodical manner during her pregnancy,' 
and thereafter, until she is pronounced free from the disease. 
These women mav also be treated bv hvpodermic injections 
of the bichloride of mercury and the iodide of potash, or the 
" mixed treatment ^' ; but the two latter methods of medica- 
tion should be regarded as adjuvants rather than routine treat- 
ment, and to be employed only when inunctions cannot be 
taken. 

The mother's genitals must be kept in a healthy, clean coo- 
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dition, or, if lesioDs exist upon or around them, they should 
receive active and appropriate local treatment, by means of 
hot bichloride douches, calomel dusting powders, and, in some 
cases, mild or strong mercurial ointment. 

If the father was syphilitic at the time of impregnation 
or showed any manifestation of syphilis before it, then the 
mother must have antisyphilitic treatment in the manner 
above described for its beneficial effect both on the foetus and 
herself. 

In treating syphilitic infants great care must be used, as 
internal medication is liable to set up gastro-intestinal irrita- 
tion, and inunctions are sometimes precluded on account of 
the delicacy and irritability of the skin. 

Treatment of the child by means of the milk of the mother 
or nurse is known as indirect treatment, and, although some 
of the drug may be eliminated through the milk of the nurs- 
ing woman, it is at best an uncertain and inaccurate method 
of treatment, and one not to be solely relied upon. It must 
not be forgotten that a healthy wet-nurse is very liable to 
infection on the breast or nipple by nursing such children, 
whereas the mother acquires an immunity to the syphilitic 
infection (see page 278). 

The direct treatment of the child should be intermittent and 
not continuous in character ; during the intervals of treatment 
it is well to administer tonics, and to do all in our power to 
build up the general condition. 

During the first year it is best to employ internal treatment^ 
but after that time the inunctions of strong mercurial ointment 
will be found verv serviceable. 

By the mouth may be given calomel in doses of from \ to 
J a grain three times a day, according to the age and strength 
of the patient ; this can be mixed with a little sugar of milk. 
Gray powder in doses of ^ to ^ of a grain three times daily 
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causes less gastro-intestinal irritation than calomel, but is not 
so uniform in its effects. 

The protoiodide (green iodide) or the tannate of mercury in 
doses of ^ of a grain may be given three times a day, mixed 
with sugar of milk or subnitrate of bismuth, and suspended 
in a little water ; one-grain doses of the lactate of iron may 
be combined with the mercury, and in some cases acts very 
nicely as a tonic. 

For inunctions we employ 50 per cent, mercurial ointment, 
using from 10 to 20 grains every day, or every other day, 
according to the age and condition of the child. 

Lesions of the bones, the joints, the eye, the ear, the ner- 
vous system, and the viscera require a combination of inunc- 
tions and potassium iodide, or the biniodide of mercury and 
the iodide of potash, beginning with small doses of the latter 
well diluted in water, and increasing according to the age of 
the little patient, and the results obtained. Young children 
take from gr. J to gr. j ; while older ones take 3 to 5 grains 
three times a day. 

In certain selected cases where a speedy action of the drug 
is demanded, we may sometimes employ hypodermic injections 
of the bichloride of mercury in from ^^ to -| grain doses. 
This method of treatment, however, is too painful to be 
employed for children, except in exceptional cases. For its 
technic the reader is referred to page 269. 

If the syphilides are very persistent, much benefit is always 
derived from their local treatment by fumigations, ointments, 
lotions, or baths containing mercury ; at the same time keep- 
ing the lesions scrupulously clean. 

Duration of treatment : Constitutional treatment should 
always be employed for at least two years, and continued for 
several months after all manifestations of the disease have 
disappeared. 
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Erythema, 195, 218, 221, 222 
Extravasation of urine, 105 
causes, 105 
regions, 105 
symptoms, 106 
constitutional, 106 
local, 106 
treatment, 107 

F. 

Folliculitis, 50 
para-urethral, 51 
[lenile, 50 
preputial, 50 

G. 

Gonococcus, 20, 21 
progress, 23, 24 
staining, 22 

Cirram-Roux method, 23 
(xonorrhcea, 17 
acute, 24 
anterior, 24 

complications, 44-53 
symptoms, 25 
incubation, 25 
opacity of urine, 28 
stages, 25 
acute, 26 
declining, 28 
prodromal, 25 
two-glass test, 27 
treatment, 31 
abortive, 31 

Janet method, 34 
rational, 36 

hnnd-injections, 39 
internal medication, 41 
irrigations, 41 
antero-posterior, 25 
posterior, 24, 28 
complications, 53 
prognosis, 30 
symptoms, 29 
treatment, 43 
urethro-cystitis, 25 
chronic, 69 
anterior, 71 
symptoms, 71 
treatment, 75 
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Gonorrhoea, chronic anterior, _ treat- 
ment, irrigations, 75 
sounds, 78 
causes, 70 
lesions, 70 
posterior, 73 
symptoms, 73 
associated, 73 
typical, 73 
treatment, 79 
instillations, 81 
irrigations, 79 
amount of fluid, 81 
solutions, 80 
treatment, 74 

varieties according to location, 69 
anterior, 69 
antero-posterior, 69 
posterior, 69 
urethro-cystitis, 69 
complications, 19 
course, 18 
definition, 17 
diagnosis, 18 
differential, 18 
^ balanitis, 19 
chancre, 19 
chancroids, 19 
etiology, 20 
diplococcus, 21, 23 
gonococcus (see also Gonococ- 

cus), 20, 21 
leucorrhcea, 21 
menstruation, 21 
other micro-organisms, 20, 23 
pseudogonococcus, 21, 23 
infection, 20 
direct, 20 
mediate, 20 
localities, 17 
occurrence, 17 
prognosis, 19 
When cured ? 86 
Gonorrhceal shreds or flocculi, 72 
anterior urethra, 72 
posterior urethra, 72 

H. 

Hand-injections, 39 
Hereditary syphilis, 277 



Hereditary syphilis, abortion, 278 
appeai-ance of symptoms, 277 
course, 278 
definition, 277 
derivation, 277 
father, 278 
mother, 278 
duration, 278 

hemorrhagic, in newborn chil- 
dren, 289 
lesions, 279 
alimentary canal, 283 
bones, 287 
condylomata, 279 
dactvUtis, 288 
ears,' 289 
eyes, 289 

furuncular eruptions, 280 
gummata, 281 
gummatous inflammations, 282 

ulcers, 281 
hair, 287 
joints, 288 
kidneys, 284 
larvnx, 283 
liver, 284 
lungs, 283 

lymphatic glands, 287 
mucous membranes, 281 
nasal, 281 
patclies, 282 
nails, 285 

nervous system, 289 
chorea, 289 
epilepsy, 289 
hemiplegia, 289 
meninges, 289 
paralysis of cranial nerves, 
289 
pancreas, 284 
spleen, 284 
syphilides, 279-281 
bullous, 281 
erythematous, 279 
papular, 279 
pustular, 280 
tubercular, 281 
vesicular, 280 
teeth (see also Hutchinson's 

teeth), 286 
tendon-sheaths, 285 
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Hereditary syphilis, lesions, testicles, 
284 
mortality, 276 
prognosis, 290 
severity, 277 
snuffling, 281 
transmission, 277 
treatment, 290 
direct, 291 
during first year, 291 
fumigations, 292 
hypodermic injections, 292 
inunctions, 292 
mixed treatment, 292 
by mouth, 291 
duration, 292 
father syphilitic, 291 
indirect, 291 
pregnant woman, 290 
Herpes progenitalis, 162 
cause, 163 
diagnosis, 163 
lesion, 163 
prognosis, 163 
symptoms, 163 
treatment, 164 
Hutchinson's teeth, 286 

I. 

Instillations, 81 
Instrumentation, 161 
Instruments (see also Urethral instru- 
ments), 154 
Iritis, 255 

acute, 256 

chronic, 257 

parenchymatous or suppurative, 
156 

serous, 256 

simple or plastic, 255 

treatment, 256 
Irrigation, 30, 33, 41, 68, 75, 79 

solutions, 78 



K. 



Keratitis, 254 
diffuse, 254 
punctate, 254 
treatment, 254 



Lafayette mixture, 42 
Largin, 36 
Lubricants, 159 

glycerin, 160 

lubrichondrin, 160 

olive oil, 160 

white vaseline, 160 
Lymphangitis, 52 

M. 

Meatotomy, 127 
Mucous patches, 219 

complications, 220 

lesions, 219 

of the tongue, 222 

treatment, 220 

within the mouth, 220, 222 

O. 

Onychia, 217 
separation of the nail, 217 
sicca, 217 
treatment, 218 
Opacity of urine, 28 
Ophthalmia, genorrhoeal, 87 
cause, 87 
prognosis, 88 
symptoms, 88 
treatment, 88 
Orchitis, 235 

circurascril)ed, 236 
course, 236 
diffuse, 236 
site, 235 
symptoms, 235 
treatment, 236 

P. 

Paraphimosis, 48 
Perineal section, 142 
Peri-onychia, 217 

non-ulcerative, 217 

treatment, 218 

ulcerative, 217 
Peri-nrethral abscess, 49 
Phimosis, 45 

acquired, 45 
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Phimosis, congenital, 46 
Prostate, 63-58 

abscess, 67 

congestion, 63, 65 
acute, 63 
chronic, 66 
Prostatitis, 53 

symptoms, 54 

treatment, 54 
Protargol, 36 
Pyelitis, 69 
Pyelonephritis, 69 

B. 

Retention of urine, 144 
causation, 144 

effects on mucous membrane, 144 
treatment, 145 
aspiration, 148 
during acute gonorrhoea, 146 
when caused by stricture, 146 
when due to prostatic hyper- 
trophy, 149 
Kheumatism, gonorrhoeal, 90 
bursitis, 91 
cause, 90 
course, 90 
diagnosis, 92 
joint-lesions, 91 
muscles, 92 
prognosis, 92 
synovitis, 91 
treatment, 92 
Kupia, 206 
cicatrices, 205 
lesion, 206 
treatment, 205 
varieties, 205 

S. 

Salivation, 274 

symptoms, 274 

treatment, 275 
Scale plate, 109 
Sounds, 78, 110, 165 

method of passing, 114 
Sperm atocystitis, 62 
Stricture of the urethra, 93 
causes, 101 



Stricture of the urethra, complica- 
tions, 104 

abscesses, 104 

diverticula of bladder, 105 

extravasation of urine (see 
Urine), 105 

fistulse, 104 

ureters, dilatation, 105 
definition, 97 
diagnosis, 108 

instruments, 108 

method of passing a sound, 
114 

preliminary examination, 112 

urethral exploration, 113 
forms, 100 

annular, 100 

bridle, 100 

congenital, 102 

crescentic, 100 

diaphragmatic, 100 

inflammatory, 100 

innodular, 100 

linear, 100 

muscular, 100 

resilient, 100 

**semifibrous," 99 

"soft," 99 

spasmodic, 100 

traumatic, 101 
number, 98 
pathology, 99 
seat, 97 

regions, 97 
symptoms, 102 
time of occurrence, 98 
treatment, 121 

beyond peno-scrotal junction, 
122 

congenital, 121 

dilatation, 122 
continuous, 126 
gradual, 122 
rapid, 126 

divulsion, 126 

electrolysis, 127 

meatotomy, 127 

near the meatus, 121 

penile urethra, 122 

traumatic, 121 

urethrectomy, 127 
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Stricture of the urethra, treatment, 
urethrotomy (see also ITre- 
throtomy), 128, 133 
retrograde catheterization, 143 
Svphilides, 194 
* bullous, 206 
course, 195 
erythematous (see also Erythema), 

195 
course, 196 
lesion, 195 
site, 196 
synonyms, 195 
treatment, 197 
gummatous, 208 
precocious, 208 
varieties, 208 
tertiary, 209 
treatment, 211 
malignant precocious, 213 
definition, 213 
occurrence, 214 
symptoms, 215 
treatment, 215 
varieties, 214 
papular, 197 
lesion, 197 

scaling, of palms and soles, 
199 
course, 200 
treatment, 200 
treatment, 199 
varieties, 197 
pigmentary, 212 
forms, 212 
treatment, 213 
pustular, 201 
acne-form, 201 
ecthyma-form, 203 
impetigo-form, 202 
treatment, 204 
variola-form, 203 
relapses, 195 
nipia (see Rupia), 205 
serpiginous, 211 
deep, 211 
superficial, 211 
treatment, 212 
tul)ercular, 206 
forms, 206 
treatment, 207 



Syphilis, 181 
acquired, 181 

adenitis (see also Syphilitic ade- 
nitis), 191 
arthralgia, 250 
of the blood-vessels, 233 
of the bones, cartilages, and joints, 

247 
of the bronchi, 232 
congenital (see also Hereditary 

syphilis), 277 
constitutional treatment, 260-275 
baths, 262 

diet and daily habits, 261 
duration, 274 
iodide of potash, 272 

iodism, 273 
mercury, 263 
complications, 263 
fumigiition, 268 
hyp<5ermic injections, 269 
inunction, 265 
regions, 266 
by the mouth, 264 
in primary stage, 263 
mixed treatment, 271 
prinjary stage, 262 

ansemia, 262 
salivation (see also Salivation), 

274 
Zittmann's decoction, 273 
contagion, 183 
cutaneous manifestations (see also 

Syphilides), 194 
of the ear, 259 
external auditory canal, 259 
internal ear, 260 
middle ear, 259 
etiology, 181 
of the eye, 251 
choroid, 257 
ciliary body, 257 
conjunctiva, 254 
cornea (see also Keratitis), 254 
eyelids, 253 

iris (see also Iritis), 255 
lachrymal gland, 253 

passages, 252 
muscles, 253 
nerves of the eye, 258 
optic nerve, 258 
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Syphilis of the eye, orbit, 251 
retina, 258 
sclerotic coat, 254 
of the fingers and toes (see also 

Dactylitis), 245 
of the genito-urinary organs, 235 
the epididymis (see also 

Epididymitis), 235 
the kidneys, 237 
the penis, 236 

the testide (see also Orch- 
itis), 235 
the uterus and adnexa, 237 
of the hair (see also Alopecia), 215 
of the heart, 233 
hemorrhagic, in newborn children, 

289 
hereditary (see also Hereditary 

syphilis), 181, 277 
infantile (see also Hereditary 

syphilis), 277 
infection, 183 
direct, 183 
mediate, 184 
initial lesion, 185 
duration, 189 
induration, 188 
parchment, 188 
relapsing, 188 
origin, 185 
seat, 186 
secretion, 189 
termination, 189 
treatment, 189 

local, 189-191 
varieties, 186 
chancrous erosion, 186 
dry papule, 186, 187 
ecthvmatous chancre, 186, 

187 
follicular chancre, 186, 187 
infecting balano-posthitis, 

188 
purple necrotic nodule, 186, 

187 
silvery spot, 186, 1 87 
umbilicated papule, 186, 
187 
introduction, 181 
of the larynx, 230 
chronic inflammations, 230 



Syphilis of the larynx, erythema, 230 
mucous patches, 230 
superficial ulcei*atious, 230 
tertiary lesions, 231 
vegetations, 231 
late osseous lesions, 248 
osteomyelitis, 249 
osteo-periostitis, 249 
of the liver, 228 
of the lungs, 232 
lymphangitis (see also Syphilitic 

lymphangitis), 192 
of the maxillary bones, 225 
of the mouth, 221 
erythema, 221 
mucous patches, 222 
papules, 222 
ti-eatment, 222 
vesicles, 222 
of the mucous membranes, 218 
condylomata (see also Condy- 
lomata), 221 
erythema (see also Erythema), 

218 
mucous patches (see also 
Mucous patches), 219 
of the muscles. 243 
of the nails (see also Onychia and 

Perionychia), 216 
of the nervous system, 237 
aphasia, 242 

arachnoid and pia mater, 238 
arteries, 239 
brain and cord, 239 
dura mater, 238 
epilepsy, 241 
hemiplegia, 240 
locomotor ataxia, 242 
nerves, 239 
paraplegia, 241 
pseudo-general paralysis, 242 
syphilitic tumors, 240 
treatment, 243 
of the nose, 229 
of the oesophagus, 227 
of the pancreas, 229 
of the pharynx, 226 
of the pleura, 233 
precocious osseous affections. 247 
prognosis, 184 
of the rectum, 227 
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Syphilis of the rectum, stricture, 228 \ 
reinfection, 182 
secondary period, 193 
anaemia, 193 
analgesia, 194 
commencement, 193 
icterus, 194 
insomnia, 193 
neuralgic pains, 193 
syphilideslseeSyphilides), 194 
syphilitic fever, 193 
of the soft palate, 226 
of the spleen, 229 
stages, 182 
primary, 182 
secondary, 183 
tertiar}', 183 
of the stomach and intestines, 227 
synovitis, 250 « 
of the tendons, sheaths, aponeuro- 
ses, and bursa*, 244 
of the tongue, 222 
differential diagnosis, 223 
carcinoma, 224 
gummata, 224 
initial lesion, 223 
tubercular ulcei-s, 224 
erythema, 222 
fissures, 222 
gummata, 223 
mucous patches, 222 
sclerosis, 223 
deep, 223 
superficial, 223 
treatment, 224 
of the trachea, 231 
Syphilitic adenitis, 191 

situation in relation to chancre, 

101 
symptoms, 191 
treatment, 191 
lymphangitis, 192 
symptoms, 192 
treatment, 192 

T. 

Thompson's two-glass test, 27, 29 

U. 

Ureteritis, 69 
Urethra, anatomy, 94 



Urethra, anatomy, calibre, 96 
length, 95 
portions, 94 
bulbous, 95 
membranous, 95 
penile or pendulous, 94 
prostatic, 95 
shape, 97 
stricture of (see also Stricture of the 
urethra), 93 
Ui-ethral fever (see also Urinary fe- 
ver), 152 
instruments, 154 
care and use, 154 
sterilization, 154 
catheters, 157 
silver, 157 
soft-rubber, 158 
tunnelled, 158 
ureteral, 159 
woven, 168 
cysto8coj)es, 159 
endosa)pic tubes, 156 
filiforms, 156 
lithotrites, 157 
olivary bougies, 156 
sounds, 155 

tunnelled, 156 
syringes, 159 
urethrotomes, 157 
Urethi-ectomy, 127 
Urethritis (see also Gonorrhoea), 18 
Urethro-cystitis, 25, 64 
symptoms, 64 
chronic, 65 
treatment, 65 
Urethrometer, 111 

methoil of use, 120 
Urethroscope, 84 
Urethrotomy, 128-144 
external, 133 

bladder-drainage, 136 
indications, 136 
method, 136 
Cock's operation (see also Peri- 
neal section), 142 
indications, 142 
Gouley's operation, 138 
indications, 133 
preparation of the patient, 134 
retrograde catheterization, 143 
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Urethrotomy, external, Syme's opera- 
tion, 141 
Wheelhouse's operation, 140 
indications, 140 
internal, 128 
indications, 128 
instruments, 128 
urethrotomes, 128 
Maison-Fluhrer, 130 
Maisonneuve, 128 
Otis, 130 
operation, 132 

preparation of the patient, 131 
Urinary fever, 152 
etiology, 153 
prophylaxis, 153 
treatment, 153 
varieties, 153 
Urine, extravasation of (see also 
Extravasation of urine), 105 
retention of (see also Ketention of 
urine), 144 



V. 

Vegetations, 164 
diagnosis, 166 
lesion, 165 
treatment, 166 
Vesical tenesmus, 30 
Vesiculitis, 62 
abscess-formation, 63 
chronic, 63 
diagnosis, 64 
symptoms, 63 
treatment, 64 
diagnosis, 63 
symptoms, 62 
treatment, 63 

W. 

Warts (see also Vegetations), 164 
hard, 166 
soft, 165 
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